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EXECUTIVE SUMMARY 

'Ihe Swaziland Rural Water-Borne Disease Control Project (RWBXP) 
(No. 645-0087) began in Nwsmber 1980 and is due to concluds in February 
1986. Its purpose is to expand the capacity of the Governmsnt of Swaziland, 
and the Ministry of Health in particular, to deliver effective preventive 
health services in order to reduce the prevalence of diseases related to 
water and poor sanitation. The project has five major components: 
1) social science surveys to establish a basis for the design of the health 
education component specifically tailored to suit the cultural and social 
traditions of Swaziland; 2) health education instruction at the community 
worker levsl related to the promotion of healthful behavlars regarding water 
and sanitation; 3 ) epidemiological surveys to help establish pri~rities for 
health education, sanitation and other interventions, and to expand ths 
technical capacity to detect water- and sanitation-related diseases; 
4) support of the existing rural sanitation program through construction of 
low-cost, technologically appropriate facilities and training of community 
workers; 5 institutionalization of health criteria into the design of 
water-related projects and the establishment of an official public health 
engineering presence within the Government of Swaziland. 

This mid-term evaluation was undertaken in November 1983 by a three-person 
team staffed by the Water and Sanitation for Health (MASH) Project and 
entailed three weeks of documzntation revisw, interviews, observation of 
field activities resulting in an assessment of project progress to date, 
existing problsms and futurs progress. 

?he principal project input is technical assistance (17 person years) from a 
social scientist, health educator, sanitarian, public health engineer, 
epidemiologist , and short-term consultants (mass-media, diarrheal 
survsillance). Other inputs include academic training in the U.S. of thres 
people, a senior health educator, a public health engineer, and a graphic 
artist; construction of the first Health Education Unit, vshicles and 
materials for the health education and sanitation components; and housing 
for technical advisors. 

Contractor performance by the Academy for Educational Developmsnt (Am) was 
found to satisfactory given constraints not expected when the project was 
planned and contracted out. Home office support for the field was 
considered to be superior by the USAID Mission. 

The public health engineering component has run into problems in trying to 
train a Swazi counterpart. Candidates returning with dsgrees are temptsd 
away to the private sector by higher salaries. The Ministry of Hsalth 
declined to establish the public health engineering position, but the 
position was established in the Rural Water Supply Board within the Minisrry 
of Works, Power and Communications. 'Ihe AED technical advisor for this 
component has been defining the role of the public health snginser and has 
ken creating demarld for those professional services. There had never been 



a public health engineering position in Government service prior to the 
project . Public health engineering output has included health impact 
evaluatior,., for a major dam project and for irrigation and water s ply 
projects. Water quality guidelines and water-system design criteria Tave 
been draft& and an attempt made to get them legislated. 

Ths epidemiological component outputs include the expanston and upgrading of 
the Bilharzia Control Unit (BCU) laboratory tacilities. In-service training 
has also improvsd the professional skills and capacities of the staff. A 
young, newly named director is king trained by the AED epidemiologist and 
groom& for leadership. 'Ihs Unit has constraints dus to supply problems, 
transportation difficulties, and lack of data analysis facilities. However, 
a national schistosomiasis survey has ken completed leading to 
idsntification of the highly erdemic areas and the areas of infection of the 
different schistosomal species. 'Ihis first-of-its-type survey will be 
useful for planning the disease control strategy. In addition, with the 
increasing shift of emphasis of the project away from schistosomiasis to 
diarrheal diseases, a new program of longihdinal, small-scale diarrheal 
survsillance has recently been started. The results are eagerly awaited by 
the Ministry of Health. 

?he sanitation component outputs include the training of Health Assistants 
in vented pit-latrine construction. One thousand latrines have been 
completed since 1981, and annual construction starts have been tripled since 
the start of the project. Dsmand for concrete slabs has outpaced supply, 
and, rather than face delays in construction, the use of locally available 
materials, such as logs, are k i n g  promoted. 'Ihrclugh the example of the 
practice of good management, the AED sanitarian has created the demand for 
the creation of a central office program manager to assist the Director of 
the Health Inspec tora te, an example of unplanned institutional development. 
7here is an emphasis in ths project of training the field agents, the Health 
Assistants, in communications and community mobilization skills. 

The health education component has faced the most constraints to program 
implementation and institutional devslopmitnt. Stdf positions in the Health 
Education Unit have still not been established, and the AED health Educator 
is in an advisory position rather than the directorship position lanned for P in the project paper. Due to resulting conflicts, the origina technical 
advisor was withdrawn and thers was an 8-month hiatus until the arrival of 
his replacement. In effect, this component has experienced a one to two 
year delay and it was difficult to really evaluate its progress and future 
potential. %rough the input of a social scientist, several useful studies 
were completed on values, knawlcdge and practices in rural areas related to 
water, sanitation, psrsonal hygiene and child care especially in relation to 
infant diarrhea prevention and treatment; factors affecting community 
organization and mobilization; and on the practices of traditional healers 
with respect to water- and sanitation-related diseases. 'Ihe purpose of 
these studies was to collect information on which to base a culturally 
appropriate health education strategy. One successful health education 



program has been the mass-media compaign tied to the objectivs of diarrheal 
disease control. Over thirty programs have been produced by an enthusiastic 
and highly productive interministerial and intsr-agency group undsr tha 
direction ~f a ser7i.or public health nurse. 'Ihe programs have ken aired 
over a year and preliminary evaluation indicates that the prcgrams reach 65 
percent of those rural hom~steads with radios. Training of sxtension agents 
from several ministries is planned to make them aware of and involved in 
diarrheal disease control, sanitation, and the use of communications and 
community mobilization skills. 

Key recommendations by program component are: 

Public health engineering - review of all major water. projects for 
health implications; push for legislation of water quali ty standsrds; 
delay decision to train counterpart until his interest in the position 
has been firmly sstablished. 

Epidemiology - extend the technical assistance for one year to ensure 
adequate preparation of the Unit Director for its management; send the 
BCU Director for management training; increase the Interaction between 
the epidaniological ccmponsnt and the other project components; improve 
data analysis capabillties; complete national surve on other parasites; 
develop the diarrheal dissase surveillance st d y and increase its 
reprssentation of different sub-prqulations within the country. 

Sanitation - evaluate the pit-latrine program; extend the program into 
pri-urban squatter areas; support the establishment of the nssdsd. 
managament position in the Health Inspectorate. 

Health education - establish the Health FAucation [hit staff positions; 
integrate the Rural Water Borne Dissase Control Project activities fully 
with those! of the unit; implsment a longituclinal behavior change 
evaluation process rather than the two cr xs-sec t ional survsys 
stipulated by the cont iact; further evaluate the progrsss of the health 
education component in April 1984. 

Despite constraints, the evaluation team concluded that the project has a 
good probability of leaving a long-term mark on the control of water-related 
diseases in Swaziland, in devsloping institutional capabilitiss in public 
health engineering, sanitation, epidemiology and health education, and in 
enabling the Government of Swaziland to reach stated national health goals. 



CHAPTER 1 

I rnODUCT ION 

This document presents the findings and recommendations resulthg from the 
mid- term evaluation of the Swaziland Rural Water Borne Disease Control 
Project (RWBDCP) (USAID Project No. 645-0087 ) . 
?he Swaziland RWBIXP provides five years of assistance by the United States 
Agenc.y for International Development iiiSAfD) to the Gc~vernment of Swaziland 
(GOS) between November 24, 1980 and February 28, 1986. 'Ihe project provides 
technical assistance in sanitation, public health engineering, epidemiology, 
health education and social sciences; participant and. in-service training; 
cans truction and quipping of a health education center and schSstosomiasis 
laboratory facilities; limited support for construction of latrines and 
production of health education materials. 

The project is implemented for USAID through a contract: with the Academy for 
Educational Development (AED) rJf Washington, D. C., a sub-contract with the 
American Public Health Association, and in cooperation with the Ministry of 
Health of the Kingdom of Swaziland. Project funds support five long-term 
AEI) technical advisers; short-term consultants; various training programs; 
the purchase of selected commodities; and management of the project by AED. 

The evaluation was carried out by a team of three short-term outside 
consultants. The evaluation was conducted between October 31 - November 18, 
1983, 30 months after the effective commencement of the project in 
Swaziland. The contract ( .kID/~~~-0087-~-00-100~40)  was signed Novembsr 24, 
1980 with an estimated completion date of Novcmbr 30, 1985. 'Ihe first 
technical advisor arrived in Swaziland in February, 1981 but all members of 
team did not arrive until November 1981. ?he project completion date, as a 
result, has been extended to February ,,. 28, 1986. 



2.1 Origins of the Swwiland Rural Water Borne Disease Control Project 

The objectives and design of the liWBDCP were preceded by two Project 
Identification Doctnnent (PID) team visits, both strongly oriented toward a 
better understanding of the health impact of schistosorniasis i n  Swaziland 
and how the disease could be controlled. Bath visits, f i r s t  by Jobin and 
Jones, in 1976, and l a t e r  by Bruce and Unrau, in 1978, resulted i n  reports 
which identified schistosomiasis haematobiuzn and mansoni as major 
fecal-waste-based disehses infecting large numbers of rura l  Swazis 
throughout the Middle- and Law-veld areas. Although, eptdemiologic data 
were needed, there was sufficient d d e n c e  that  schistosomiasis prevalence 
was high and that  the disease sapped the energy of the young and undermined 
the economic productivity of the adults. Drs. Jobin, Jones, Bruce andl Unrau 
found that the measures necessary fo r  schistoscxniasis surveillance and 
control, available through the MOH, needed considerable strengthening. 

The objectives and design of the project were changed in early 1979 as a 
resul t  of the publication of the 1976 Census, i n  which it was established 
that sanitation and the access t o  safe water supplies were inadequate i n  
rura l  Swaziland. In addition, it was thought that the control of diarrheal 
diseases, via water supply and sanitation, had the potential of contributing 
significantly t o  the reduction of the high infant mortality rate. 

?he six-person team charged with preparing the Project Paper (PP) visi ted 
Swaziland in June 1979, lhey were t o  develop an integrated project related 
t o  water supply and sanitation improvements. Some consideration was given 
t o  the project including the actual construction of water supplies. 
However, this aspect was deleted following discussions with the Ckkdian 
International Development Agency (CILIA) persannel at  the Rural Water Supply 
Board. They were concerned about the overlap between CIDA and project 
objectives and any resulting cunpetition for  the limited number of qualified 
a personnel. It was agreed that there was a need for  technical assistance 
in the area of public health engineering w i t h  respect t o  water supply and 
major water project design and that  this would be an important area for  the 
project t o  address. 

A program t o  -rove rura l  sanitation through l a t r i m  construction and use 
was relatively easy t o  identify as  another necessary aspect of the project,. 
The major component was seen t o  be health education i f  the people were to 
obtain the f u l l  potential benefits of water supply and sanitation 
improvements. 

It was recognized that  in  addition t o  increasing safe water use and 
providing means for safe excreta disposal, the capacity of the OOS t o  
continue these activities and programs would have t o  be developed through 
personnel training and inst i tut ional  development. 



2.2 Project Objectives 

The RWBDCP is designed t o  address the problem of water related diseases by 0 

supporting Government of Swaziland (a) national programs that influence 
health practices at  the homestead t h r ~ ~ g h  the delivery of effective 
preventive k l t h  services. 7his project provides a focus within the 
Ministry of Health fo r  the control of water-related diseases. 

In order tc support and expand the delivery of preventive health services, 
the f o l l d ~ ,  objectives were established : 

1. t o  establish and implement a national plan for  the provision of 
health education t o  achieve the adoption of behavioral changes 
with respect t o  water- and sanitation-related hygienic habits; * 

2. t o  demonstrate and implement the construction of low-cost, 
t e c ~ c ~ l o g i c a l l y  appropriate sanitation fac i l i t i ec  ; 

3. t o  develop and institutionalize the incorporation of health 
criteria into  the design of water supply systems and other water 
resource development projects; 

4. t o  support these previously stated object:ives by carrying out a 
sumeillance of knowledge, attitudes, and practices related t o  
water, sanitation, personal hygiene, infant care, and 
water-related diseases as w e l l  a s  a nationwide surveillance of the 
prevalence of schis tosomias is and intest inal  parasites. The a 
results  of 'these t w o  act iv i t ies  were t o  be used in  the design anc! 
content of the health education, sanitation, and public health 
engineering components ; 

5. that a major emphasis was t o  be placed on the development and 
organization of programs t o  be continued by the G o v e m n t  of 

a 
Swaziland a f t e r  withdrawal of the technical assistance. 

2.3 External Factors 

Tim events occurred that were not envisaged when the project was formulated 
and that have had some impact on the orientation of the project: 

1. The cholera epidemics of 1981 and 1982 shifted the emphasis of the 
project increasingly away from bilharzia control t o  the control of 
diarrheal diseases and helped t o  emphasize the importance of the 
project t o  health status in Swaziland. 

2. ?be renewal of the contract of the WID Health Education Adviser as 
director of the Health Education Unit ( f i r s t  un t i l  1983 and then 
unt i l  1385) contravened the assunptim implicitly made in  the 
Project Paper and project contract tlmt the project 's health 
education adviser would assume temporary directorship of the unit, 



on arrival in Swaziland, until the return of the Chief Health 
Education Off icer-designate from training in the Unl ttul States. 

'Ihis situation eventually led to difficulties in working 
relationships between the Health ~ducator!~hief-of-party arid 'the 
Ministry of Health resulting in the request fen- his withdrawal 
from the project after 18 months of residence in Swaziland. The 
eight months that it took to find and get a replacement to 
Swaziland caused considerable delays in the health education 
component. Furthermore, the reality of the position of the 
incumbent project Health Educator as adviser and not as acting 
director of the Health Education Unit has implications for the 
outputs that will result from the health education component. . 



3.1 Purpose of the Evaluation 

The purpose of this mid-term evaluation of the RIJBDCP is to examine its 
progress-to-date in achieving its objectives and outputs, to sssess the 
appropriateness of the methodologies being employed by the contractor, to 
assess the adequacy of the project's schedule with relation to the 
achievement of stipulated End-of-Project Status (WIPS) conditions, and to 
make recamnendations regarding work plan priorities, input extensions and 
contract amendments for the remaining life of t% project. 

3.2 Evaluation Scope of Work 

In particular, the Scope-of-Work of the evaluation team called for the 
assessment of progress to date in achieving tkre following project objectives: 

a. Health Education 

Establishment of baseline data on knowledge, attitudes and 
practices (UP) of rural Swazis with regard to water, 
sanitation and personal hygiene and the resulting urse of such 
data: 

(a) in the design of the health education and commrnication 
components and 

(b) as a basis for the measurement of project impact on 
water-use , sanitary and personal hygiene behaviors. 

Development of a health education strategy. 

Preparation of a national health education implementat ion 
plan that includes a system for health education content 
design, camnunicationc channels and methodologies, long-range 
training and staff requirements. 

Identification of factors affecting conrmmity mobilization 
for carrying out health- and other development-related 
projects. 'Ihe fomlation of strategies for mobilizing 
commity action. 

Review of the potential for traditional healers to be a 
resource for stimulating comrnrnity activities in health and 
for effecting changes in attitudes and health practices. 



(6) ?he planning and implementation of a mass-media campaign 
coordinated with and in support of health education and 
sanitation activities. 

( 7 )  Establishmmt -and filling of staff positions at the Health 
Education Unit and the provision of training for such staff 
as is nec2ssary and appropriate. 

(8) In-service training to community health and other extension 
workers in communication and community mobilization skills 
and health activities promotion. 

b. Epidemiology 

Training of Bilharzia Unit staff in methodolagies for 
identifying schistosomiasis and other intestinal parasites 
and the development of procedures to be followsd in future 
surveys of schistosomiasis and other public health problems. 

National Survey of the prevalence of schistosomiasis and 
other intestinal parasites. 

Utilization of the schistosomiasis survey results for the 
establishment of priorities for the delivery of water 
supplies, sanitation ard health education. 

Design and implementation of a diarrheal disease survey to 
assess the nature and magnitude of the diarrheal disease 
problem in Swaziland and to provide a basis for planning and 
assessment of preventive and control measures. 

c. Public Hsalth Engineering 

Establishment and filling of a position for a Public Health 
Engineer in the Ministry of Health and the training of the 
selected individual to the B.Sc level in public health 
engineering. 

Development of criteria for the dssign of water supply 
systems and selection criteria for determining communities to 
receive water supply aml excreta disposal facili ties. 

Review of all designs for dams, reservoirs, f ish-ponds, water 
supplies, irrigation schemes and other major water resource 
projects planned during the life of the RWBDCP to make-. 
recommendations concerning the health implications of such 
designs and measures to minimize negative health impacts. 

d. Sanitation 

(1) kvelopment of designs for pit latrines and establishment of 
criteria for the selection of homesteads to receive 2,000 



demonstration latrines. 

Training of 42 Health Assistants in the siting and 
constructing of improved pit latriiles. 

Establishment and training of 200 community sanitation - 
committees. 

Strengthening the management and supervision 
Inspectorate. 

3.3 Evaluation Procedures 

An evaluation outline, including evaluation questions, the 
used to answer those auestions and the Table of Contents of 

of the Health 

methads to be 
the evaluation 

report, was preparal it the WASH Project Office in Washington, D. C. prior 
to the consultants' departure from the United States. Team members were 
assigned specific areas within the Scope-of-Work according to their 
professional. expertise. ?hey wa-e to describe and assess current progress 
in their specific area, identify relevant problems and constraints, assess 
future progress and develop preliminary recommendations for team discussions. 

While in Swaziland, evaluation team members met in concert, or individually, 
with USAW, GOS and AED psrsonnel, including briefing and evaluative 
interviewing sessions. 

During the second week of the three-week mission, progress report meetings 
were held with USAID, AED and MOH psrsonnel at which proposed. 
recommendations were presented for comment and modification. 

A thorough examination was made of project files at the USAID Mission, AED 
offices in Washington, D. C. and Swaziland, and the Ministry of Health. All 
project reports and project documents were rsviswsd. Visits were mads to 
sites that were chosen to k representative of the spectrum of project field 
activities. 

A joint briefing for USAID, AED and the MOH occurred on Novembcr 16, 1983, 
at which time the evaluation team was preparing the preliminary draft 
report. The mission officially ended on November 18, but the team's leader 
remained an additional two days to complete the draft report, \hich was 
delivered to USAID/Swaziland on November 22, 1983. A briefing session was 
held in Washington, D. C. on January 5, 1984 at which an informal 
presentation was made to USAID, AED and WASH personnel. 



In this section project Inputs, as called for in the Project Paper (PP) and 
as contracted for in agr-nts between USAID and the COS and between U W  
and A D ,  are 13.sted. An evaluation as to whether those contractual 
obligations have been, or will. be, met is also provided. 

4.1 USAID Inputs 

The PP lists USAU)'s inputs to the project. Some of these, TJSAU) has 
maintained responsibility for, but operations and management of the project 
were contracted to AED. Ihe epidemiological component was further 
subcontracted to the American Public Health Association (APHA) . 
,4.1.1 Technical Ass is tance 

Ihe PP calls for 212 person-months of technical assistance. Table 4.1 shows 
a breakdown of the technical assistance by component and also indicates the 
duration of personnel contracts, appraved extensions and the proportions of 
these contracts completed as of the time of this ~duation. While the PP 
and AED's contract calls for 212 person-months, currently AED has personnel 
contracted for a total of 197 person-month, therefore, without hrrther 
extensions AED will be short by 15 person-mnths. Seven of these are for 
short-term consultancies . 'Iherefore, eight additiolnal person-months of 
long-term technical assistance are required. By component, this is firrther 
broken down as follows: 

o Health Education - 'Ihe initial health educator, Dr. W. F. Shaw, 
who was also the original Chief-of-Party, proved unsuitable for 
the pr~ject. His contract started on December 1, 1980 but was 
tenninated on 29 May 1982. He was replaced by Dr. W. J. Hoff, 
whose contract runs from February 1, 1983 to January 31, 1985. 
'Ihis component therefore falls short of contractual obligations by 
six personlmxlths. 

o Social Sciences - 'Ihe social scientist, Dr. E. C. Green, held an 
initial contract from March 7, 1981 to March 6, 1983, wNch was 
extended to October 20, 1983 at the request of GOS. ?his 
component exceeds thZ contract requirements by six months. 

I; Epidemiology - The epidemiologist, Dr. J. P. Chaine, held an 
initial contract from June 22, 1981 to June 21, 1984. 'Ihis 
contract has been extended by two months. 



Table 4.1: Technical Assistance, 

POSITION 

Health 
Educa tar 

Sccial 
Scientist 

Epidemi- 
ologist 

Public 
Health 
Enginem 

Sanitarian 

Statis- 
t ician 

Hoadley 

Lawrence 

- 
Consultants Various 

mALS 

NAME - 

Shaw 
Hof f 

Green 

Chaine 

PROJECT AED (RE~DucTIoN) / EXTRA TIME 
PAPER CONTRACT JIXTENSION AVAILABLE 



o Public Health Engineering - 'Ihe public health engineer, Dr. A. W. 
Hoadley, is contracted fo r  four years, comencing October 1, 
1983. 'Iherefore, this component falls short of contractual 
obligations by 12 person-months. 

o Sanitation - ?he s a n i t a r h ,  Mr .  W. P. Lawrence, held an i n i t i a l  
contract from April 27, 1981 t o  April 26, 1984, which has been 
extended t o  June 21, 1984, and therefore, exceeds the contract by 
two person-months. 

Short-term consultants fu l ly  supported by RWBDB £unds include: 

Dr. R. W. Ryder - diarrheal disease surveillance (November 1982) 
Dr. H. C. Gustafson - health education (August 1982) 

Not al l  the short-term consultants who have contributed t o  the project have 
been supported by RWBDB funds. These nm-project supported consultants 
include : 

Dr. D. CParn - manpower development strat fo r  the water and 
sanitation sector (July 1982 7 

Dr. H. Phillips - management consulting for  the Health 
Inspec torate (October 1983) 

E. de Fossard, M. Rub-, E. Booth, R. Greenber , M. Rasmuson and 
A. Joof - AED media/conmiii~ications specialists !October 1982; 

March 1983; July 1983; November 1983) 

Therefore, t o  date, the project has consmed approximately one person-month 
of the available eight mths of shor-t-term consulting time. 

The project has also hired an administrative assistant  (part-time) and a 
secretary. 'Ihe AED contract ca l l s  for the GOS t o  provide secretarial 
services. ?he administrative assistpxt position was not pruvided for. Both 
of these positions have been approved by USAUI and are considered t o  be 
additional contract costs. 1 . e  positions were not included in the 
previous analysis. 

4.1.2 Academic Training 

Seven person-years of acdemic training are called for  i n  the PP. The 
contract only specifies the required level not the time needed. Table 4.2 
provides a breakdown of the proposed training by position. USAU) is 
responsible for the rmnagasnt of all training act iv i t ies .  The individual 
selected fo r  trahhg as director of the Health Education Mt (HEU) was 
unquali£ied fo r  M.Sc. level training and is currently working towards a 
B.Sc. The ptiblic health engineer has not been sent for  training yet. 



Table 4.2 Academic Training Inputs 

TRAINING REQUIRED TRAINING REQUIRED 
OBJECTIVE YEARS OBJECTIVE YEARS 

POSITION (Contract ) (Contr . ) (Actual (Actual) LOCATION 

Director, 
HEU M.S.P.H. 2 B.S. 2 ? U.S, 

3 ? 

Wealth 
Educator Diploma 1 NA NA Nigsri a 

EXPECTED 
COMPLETION 
DATE 

Graphic 
Artist Diploma 1 Diploma 1 U.S. 12/83 

%Public 
Health 
Engineer MS. - 2 M.S. - 2 U.S. 12/85 ? 

Total years 6 5/6 

Vraining paid by WHO for 3 Nurse-Educators. 

*Bachelor's Degree in Civil Engineering paid by CIDA. 

Possible candidates for the public health engineering position have B.Sc. 
degrees, Therefore, if they are provided training it will be at the 
M.Sc. level as contracted and not at the B.Sc level as specified in the 
Project Paper. 

4.1.3 Construction 

All construction activities were the responsibility of USAD and 
contracted to the GOS. ?he PP calls for construction of the following: 

o five houses, four in Mbabane, and m e  in Manzini 
o Renovation of the laboratory for the 

schi stosomiasis unit 
o Construction of a central office for the Health 

Education Unit 



W l e  all facilities were constructed, existing documentation in U S D  
fSes i e  critical of the workmanship, the failure to satisfy design 
specifications, and the need for better USAID supervision. Hawever, 
buildings he now been accepted as satisfactory, and are in use although 
several pwhI.ans identified by the USAID inspection engineer were never 
resolved. 

CcRmnodities called for in the PP include: 

o 5 vehicles for technical advisors 
o 4 motorcycles for senior health assistants 
o 5 overnight trailers 
o laboratory equipment and supplies 
o health education materials 
o construction materials for pit latrines 

Of the vehicles, all were purchased except the five avernlght trailers. 
Funds available for purchasing three of the avernight trailers were used 
to purchase a two and one-half ton truck. Laboratory equipment and 
supplies were purchased although additional equipment is now needed. 
Health education material and construction material for pit latrines, 
although called for in the PP, were not included in AF3)'s contract. AED 
has requested additional funding to cover these and other costs. 

4.1.5 Other Inputs 

Other inputs provided for in the PP include: 

o KAP study 
o external evaluation 
o 10% physical contingency 
o local training costs 
o local productLon costs for health education materials 

These items, while called for in the PP, did not appear as line items in 
the AED contract. External evaluation and contingency costs would be the 
responsibility of USAID, but all other costs should be rejmbmsed. 
Again, a request for these &ems is included in AJD's June 1983 Budget 
Presentation. 



4.2 COS Inputs 

'Ihe PP calls for  COS inputs 

o vehicle maintenance 
o salaries and wages 
o in-country per diem 
o laboratoG,- office, 

as follows: 

and operation 

and home fumishines 
Y 

o travel costs fo r  academic training 
o health education materials and laboratory and other supplies 
o contingencies 

USAID/Swaziland is i n  the process of developing a method for  accurately 
accounting for GOS contributions t o  the project to-date. It was felt t o  
be beyond the capacity of the evaluation team t o  assist w i t h  the 
development of such a methodology. The USAID Mission's position is that, 
based on i ts present monitoring system, the GOS has perfonned adequately 
on the delivery of inputs. 

&re have been problems with vehicle maintenance but this is a 
government-wide problem since a l l  o f f ic ia l  vehicles must be serviced or 
repaired by one of the central Government garages; servicing by the 
private sector is not permitted; simple servicing can take seyeral days 
and the  quality of the work is variable. Change i n  the area of vehicle 
maintenance is beyond the control of the project 's management. 

4.3 Local Canmnmiq Inputs 

The PP ca l l s  for local community inputs of labor and local construction 
materials for  the demonstration p i t  latrine program. Firs t ,  the 
demonstration p i t  l a t r ine  program is no longer part  of the project as the 
p i t  l a t r ine  program has been integrated in to  the MOH program. Second, 
while it is clear that there is significant construction of p i t  latr ines 
on individual homesteads, it would be d i f f i cu l t  t o  evaluate the value of 
this input. I 

4.4 Contractor Manaeement and Bud~etarv Performance 

'In this section, the management and budgetary performance of the 
contractor, AED, and its subcontractor, APHA is revled. 

4.4.1 Cantractor Management P e r f o m c e  

Project management by AED takes place i n  two locations, Washington, D.C. 
and Mbabane, Swaziland. There is very close telephone contact between 
these t w o  offices w i t h  ca l l s  at least once a week. The AED perso~el  in  
Swaziland had nothing but praise for the support given them by their 
Washington, D.C. project director, M r .  A. Kulakow. Similar praise fo r  
his perfo~mance was voiced by the USAID Mission in Straziland. 
Washington, D.C., has been prompt i n  meeting the needs for  consultants 
and other services and Mr.  Kulakow has visi ted the project many times 



since its inception and is known by all the senior bKlH officials as well as 
the USAID Mission personnel. This close monitoring of project progress by 
headquarters has resulted in minimal management problems despite the 
potential for such problems caused by unforseen events. 

?he original Chief-of-Party, who was also the Health Zducation Technical 
Advisor, arrived in Mbabane in February 1981. He was replaced 4s 
Chief-of-Party by Dr. Hoadley in December, 1981 and was recalled from the 
field at the end of May 1982. Dr. Hoadley has been the Chief-of-Party since 
that time and is credited with the development of close cooperation between 
the Technical Advisors and with integrating the RInlSDCP into the MOH. Prior 
to his leadership, the TA's worked within their own roject components 
without much of a feeling for how the whole project f itt ecf together. He has 
worked hard at integrating the results of the activities of the different 
components and at coordinating their work. One understandable effect of 
this effort to weld a project with a common purpose out of components used 
to functioning independently was that project managemsnt was affecting the 
level of technical input from Dr. Hoadley himself. Recognizing the 
situation, he requested and eventually got permission to hire a part-time 
administrative assistant in addition to the full-time services of a 
secretary. With these resources for handling the management and 
administrative workload, Dr. Hoadley intends to direct the major part of his 
efforts to his technical assistance responsibilities. ?he other memkrs of 
the AED team in Swaziland were appreciative of Dr. Hoadley's leadership of 
the project. 'Ihe evaluation team noted that the members of the AED team had 
good working relations with their counterparts , with other GOS psrsonnel, 
and with members of the USAID Mission. The evaluation team heard no 
significant complaints about the condwt or performance of the AED Technical 
Advisors . 
The project has one subcontractor, the American Public Health Association 
(APHA) based in Washington, D.C., and responsible for the provision of 
technical assistance for the epidemiological component. APHA does not have 
any direct managerial responsibility of the project. 

The contract specifies that the Chief-of-Party submit a qllarterly progress 
report to USAID. ?he evaluation team verified that such quarterly reports 
had ken submitted. As part of the final quarterly report, an annual 
workplan for the upcoming year was to be included. On arrival in Swaziland, 
the evaluation team was presented with a recently completed progress report 
summary which included workplans, by project component, for 1983 and 1984. 
The workplans were adequate in their level of detail and completion dates. 

One area of concern was the documenting of project implenentation changes 
and changes in targets. Such changes were found to be appropriate, due to 
changing conditions between the time that the contract was signed and the 
time the TA's started work. These changes are addressed in this report 
under the appropriate project output component. It was found, h~wever, that 
no changes had been made in the contract to mirror changes in activities. 
In the future, it is recommended that any changes in implementation or 
targets should be very clearly addressed in specific, dated documents 
including the official response of the USAID Mission and that of the COS. 



4.4.2 Contractor Budgetary Performance 

The USAID Regional Auditor, based in Nairobi, completed an internal audit of 
the project i n  September 1983. The evaluation team had access t o  the draft  
report of this audit and t o  the responses of the Mission t o  the draf t  report. 

The audit reports that  project implementation began with a lh,2,061,545 
technical assistance contract between USAU) and AED i n  Nwember 1980. By 
N o v d e r  1983 the contract had been amended and increased t o  the sum of 
$2,394,173 t o  cover the costs of items specified i n  the contract but not 
included i n  the original contract budget. Ihe evaluation team did not find 
any disagreements between USAID and AED on budgetary matters, and there w e r e  
no reported problems with the way that  AED has financially managed the 
project. The available evidence is that the project has been well managed 
by the contractor, AED. 



CHAPTER 5 

-- - .  PROJECT OUTPUTS 

Public Health Engineering - 
The g d s  and purpose :Eor ths public health engineering component of the 
project as called for in the PP are: 

o To expand the GOS1s awareness of, and capacity to prevent, 
water-associated diseases, while at the same time developing its 
rural water resources 

o To institutionalize the position of a public health engineer within 
the GOS. 

At the time the PP was developed there was not, nor is there still, an 
established public health engineering position within GOS. A strong program 
in rural watsr supply existed in the form of the Rural Water Supply Board 
(RWSB) funded by the British and other donors and managed with Canadian 
technical expertise. Since the RWBDCP was located in the MOH, it was 
asswed that the public health engineering function would also be located 
within the MOH, probably within the Health Inspectorate. From within the 
MOH, the public health engineer (PHE) was to work with other ministries, 
notably the Water Resources Branch in the Ministry of Works, Power, and 
Communications (MOW) and Land iJse Planning in the Ministry of Agriculture 
and Cooperatives (MOA), in the development of guidelines for major water 
resource development projects to avoid adverse effects on heal the Several 
aspects of these initial conditions have changed, resulting in slight 
modifications in the direction of the public health engineering component. 

The project public health engineer, Dr. A, W. H~adley, arrived in the 
country in October 1981. PA recently graduated engineer, trained at the 
Bachelor's level in Canada via the CIDA program, was selected and assigned 
to the RWSB in anticipation of establishment of the MOH post. 'Ihe public 
health engineering counterpart position within the GOS was first established 
within MOH in March 1982. However, the grade scale for graduate engineers 
at MOH is substantially less than in the RWSB. ?he selected engineer was 
faced with taking an inferior position from that offered to his fellow 
graduates hired by the RWSB and qulckly decided to opt for the private 
sector. It became clear that the MOH was not in full support of 
institutionalizing public health engineering functions within its agency. 
To have offered a competitive grade, grade 20, as opposed to 16 offered by 
the MOH would have created problems since the Senior Health Ins#pector is 
grade 18 and was being proposed as his supervisor. 'Ihe Mirlistqry further 
argued that there was no career ladder for an engineer. It was, therefore, 
decided by the RWSB to transfer the public health enginesr position from the 
MOH to the RWSB. Currently thers is support for that position within the 
RWSB and a new candidate was hired on a temporary basis in July 1983. 
However, the position has not been officially established as yet within the 
RWSB . 



?he remainder of this section describes the s c q e  of work for the public 
health engheering component and evaluates AED's success in ful f i l l ing it. 
'he scope of work in the project documents include: 

o Mewing  a l l  designs for  dams, reservoirs, f i sh  ponds, water 
supply syste~ls,  i r r j ~ a t i o n  schemes and other major water works 
planned during the iife of the project. 

o keparing water quality guidelines, c r i t e r i a  for  the design of 
water supply systems and selection c r i t e r i a  for  use i n  determining 
target cannmmities for  water supply and sanitation systems, 

o Training the Swazi engineer counterpart to  carry out the duties 
required of the public health engineer. 

5.1.1 Review of All Major 'Water Works Designs 

The requiramt fo r  the  re& of a l l  major water resource development 
projects needs definition. 

1. Reviewing al l  water resource projects wuld be an o v e r w h e w  task 
fo r  one engineer. A "major ' project shou?,d be defined by same 
clear  cri terion such as the amount of capital, invested i n  it o r  the 
population it sewes. 

2. Ttre RWSB specializes in the design , construction and maintenance 
of rura l  water supplies. Dams, reservoirs, fish-ponds, etc., w i l l  
be bu i l t  by other ministr'les o r  by private sector enti t ies .  If the @ 
PME position i s  located within the W S B  and the position paid fo r  
by the MOW, care needs t o  be taken t o  see that the PHE is not 
limited t o  working on rural  water supplies but also has the ab i l i t y  
t o  work outside the RWSB. Talks w i t h  the RWSB indicate that they 
are aware of the broader ro le  of the PHE and that they intend t o  
encourage interaction with other enti t ies .  (I, 

One aspect of this rwiew process not considered in the PP is the t h h g  of 
the review. Most major water resource development projects are h d e d  by 
e i ther  the private sector o r  through an international donor. To have an 
impact, the public health engineering review must take place a t  the 
feas ibi l i ty  stage. By the time actual de~ igns  are reviewed, development is a 
probably already progressing making major changes d i f f i cu l t  if  not 
impossible. A solution might be t o  request, via legislation, a r e v i e w  of 
i n i t i a l  ernrlronmental impact statements and project feas ibi l i ty  studies. 

To date the follaring has been accomplished: 

1. Luphohlo-Ermlwini hydro-electric scheme impact evaluation has been 
initiated. 

2.  Plans for  an evaluation of the Integrated Rural Water Supply and 
Sanitation Demonstration Project have been developed. 

e 



Planned evaluation of USAID guidelines for the review of irrigation 
schemes was cancelled following cancellation of involvement by 
USAID environmental officer . 
Identification and analysis of hig;t-risk peri-urban areas and 
involvement with the Cholera Task Force took place during the 
1981-1982 cholera outbreak. Also included were recommendations for 
provision of potable water and control of pollution in those areas. 

An evaluation of the Ntsintse Water Supply project was performed at 
thc request of the Baphaluli Swaziland Red Cross project. 

An inventory of all rural water facilities has been initiated as 
part of the public health engineers involvement with the RWSB. 
While not involving a review of designs, it is important to know 
the number and capacities of existing systems. 

As part of the 1981-1982 cholera control program, the disinfection 
of water stored in the honie using household bleach was promoted. 
Various commercially available products were evaluated and two were 
selected as being appropriate. Severa?. members of the AED team 
were involved in the development of this campaign. One of the 
product manufacturers chosen even modified the product s label to 
include instructions for its use as a drirking-water disinfectant . 
While a useful expedient in an emergency (there is evidence that 
people who adopted the practice stopped it when the cholera 
epidemic faded) it obviously will not solve the long-term water 
potability needs of rural Swaziland. 

In conclusion, work has been done on this task but there has been only 
limited review of the design outside of the review of RWSB rural water 
supply projects. An svaluation of existing projects, or projects already 
under construction, accomplishes little other than increasing awareness of 
public health issues. At this stage, the evaluation team would prefer to 
see Dr. Hoadley and his counterpart take a more active role at the planning 
stage of projects. Final success at me~ting this project output can only be 
evaluated if there is a list of projects reviewed with proposal 
modifications where necessary since the review process assumes that 
modifications will be proposed. Finally, there is a need to integrate 
information generated by the epidemiology unit regarding the distribution of 
schistosomiasis into the design of water resource devef opment projects. 

5.1.2 W'ater Quality Guidelines and Design and Selection Criteria 

0 The development of design criteria and standard designs for water supply 
1 

systems and of selection criteria for use in determining target communities 
for rural water supply and sanitation systems and dissemination of these 
criteria are effective in minimizing the need for project review especially 
for small projects. Design criteria exist for example for distances between 
latrines and solid waste pits and boreholes disinfect ion methods, source 

8 selection and rain water use, etc. Selection criteria of target communities 

- - - 18 
0 



are not appropriate as RWSB ei ther  assumes responsibility for  supplies 
developed by other en t i t i es  o r  they respond directly t o  requests from 
c m i t i e s  . 
Draft water quality guidelines have also  been prepared by Dr. Hoadley. To 
make professional evaluations, one d s  t o  collect good data on water 
quality, and for  a public health engineer laboratory for  analyzing water 

l i t y  is essential. The RWSB laboratory, currently ntrr by M r .  W. Lawrence Fm), is well-run and will be become increasingly important t o  the 
counterpart engineer. It is important that he learn a11 relevant laboratory 
techniques so that  he can manage th i s  f ac i l i t y  effectively after Mr.  
Lawrence's deputure. Water quality guidelines form the basis upon which t o  
evaluate and compare water quality tests, thus their importance. 'Ihe 
guidelines proposed so Gr reflect the capabilities of the laboratory and 
current needs of the country, but as those guidelines w i l l  pruvide the 
mandate fo r  future public health engineering, it is important that the 
guidelines anticipate future potential problems i n  both the urban and rura l  
settings. WHO potable water quality c r i t e r i a  might be more useful. 

A water and sanitation policy, including strategies for improvement of 
access t o  safe water, has been prepared and approved by the water and 
sanitation subsector c d t t e e .  The public health engineer a l so  contributed 
t o  the  Fourth Five Year Plan (1983-1988) fo r  the Health Inspectorate. 

regulations issue is an important one. ?tre stipulated project output 
ca l l s  only f o r  proposed guidelines, which is appropriate given that the 
project 's innrolvement is advisory t o  the 00S. However, without regulations 
there is no mandate fo r  future public health engineering. Appropriate water 
quality and other public health engineering regulations are being drafted 
for  consideration by the a. lhese developments need t o  be emphasized and a 
concerted effor t  made t o  have them legislated by January 1985. 

5.1.3 Training of a Public Health l3gineer and Institutionalization of a 
Public Health Engineering Position 

The PP originally called for  providing B.Sc. level engineering training t o  a 
counterpart, followed by Master's level training, followed by on-the-job 
t r d d n g .  This was an unreasonable expectation given the proposed l i f e  of 
the project. Fortunately, the CIDA program was already involved in training 
Swazis fo r  the B.Sc. in c i v l l  engineering. Therefore, it was possible to 
select a newly graduated engineer, provide on-the-job training, and then 
send him t o  the  United States for  an M.Sc. As stated i n  the opening to this 
section, the f i r s t  candidate resigned due t o  problems of placing h i m  within 
the MCH. A second candidate, M r .  S. Zwane, was nominated when he returned 
from Canada i n  June 1983. To date, while there is strong support for a 
public health engineer within RWSB, no official position 'has been 
establinhed resulting in Mr. Zwane's not always receiving pay with resulting 
economic hardships and low morale. In addition, project managerial 
responsibilit ies have taken a disproportionate amount of Dr. Hoadley's 
time. combination of these and other .factors resulted in M r .  Zwane also 
considering moving t o  the private sector. A t  the mid-point of t h i s  
evaluation, Mr. Zwane annomced his resignation, but a f t e r  further 
consideration retracted his decision. 



The evaluation team recommends that a decision regarding M A .  level 
training for  Mr. Zwane be delayed unt i l  he has had a t  least one year of 
on-the-job training and un t i l  he has proved himself sufficiently motivated 
and interested in public health engineering. Success depends a l o t  upon Dr. 
Hoadley's ab i l i ty  t o  work w i t h  Mr.  Zwane and t o  motivate him. If the 
decision is made t o  send him on for  M.Sc. level training, then it could be 
argued that  Dr. Hoadley's contract should be extended unt i l  Nr. Zwane 
returns from his studies. This would also bring this component up t o  the 
five years of l?HE 1CA involvement planned for  in the PP. However, should Mr. 
Zwane decide t o  enter the private sector, o r  i f  it i a  decided not t o  send 
him on for  £urther studies, extending Dr. Hoadley's contract would be 
unwarranted, and perhaps it should even be terminated early. The evaluation 
team feels  that jus t  because h d s  are available for  training is not an - a 
p r i o r i  reason for  spending them. 

Dr. Hoadley has spent time with each of the public health engineering 
candidates. Working with the Senior Health Inspector, M r .  L. Mtetwa, and 
w i t h  Mt. Evans, Senior Eslgineer, RWSB, he has defined the duties and 
responsibilit ies of a public health engineer. Two workshops have been 
offered in conjunction with RWSB and a third is planned. 'Ihe two held were 
the Membrane Fi l t ra t ion Workshop (January 1983) and the Micro-Technicians 
Workshop (May 1983). The planned workshop for  Health Inspectors and Health 
Assistants is t o  address issues of spring protection. Finally, Dr. Hoadley 
and . Napoleon Ntezinde, RWSB Design Engineer, together attended a 
conference on the Evaluation of Drinking Water and Sanitation Programs held 
at the Royal Tropical Ins t i tu te  in Amsterdam in June 1983. 

In  conclusion, it can be stated that: 

%re has been limited progress in the review of all  major water 
resource projects, due in part t o  a focus on the word 'all '  and no 
attempt t o  define the word 'major' i n  th i s  context. 

Water quality guidelines and design criteria have been drafted but 
require further development. 

'Ihere has been l i t t le  progress i n  the training aspect of this 
component. 

2he public health engineering component needs further integration 
with the health education component, *re has been some 
integration of the public health engineering component w i t h  the 
sanitation component and increasing effor ts  are under way t o  
integrate it with the epidemiological component. 

Public Health minee r ing  Recoolmendations 

Define major water resource development projects and, via the 
evaluation end impact analyses required of donors fo r  proposed 
projects, begin review of a l l  major projects by February 1984. 



o Emphasize the development of water quality and public health 
engineering regulations and push for legislation to be in effect 
by January 1985. a 

o Greater integration is recommended ktwea~ the public health 
engineering, epidmiological, and health education components of 
the project. 

o Delay the decision about graduate level training until the present 
candidate, M. S. Zwane, has had at least one year of on-the-job 
training and has provsn himself sufficiently qualified and 
motivated. ?he project should be repared not to implement this 
training aspect of the project if t 1 e present candidate resigns or 
is not considered to bs appropriate. If there is no suitable 
candidate for graduate training by June 1984, there should bs no a 
training. 

o Depending upon the progress of the public health engineer 
counter-part situation, delay any decision regarding extension or 
possible early completion of Dr. Hoadleyls contract. If the 
training aspect proceeds successfully, then it may be justified to 0 
extend Dr. Hoadleyl s contract until Mr. Zwane's return. If not, 
possible err.i.1~ completion may be warranted. 

o Dr. Hoadley should b devoting less time to project administration 
by February 1984. 'Ihe recent hiring of an administrative 
assistant should assist him with this objective. 

o USAID should consider development of a new rural water supply PID 
to investigate the possibility of funding for RWSB activities in 

I case the RWSB loses its funding and is unable to continue with the 
construction of rural water supply systems. 

'Ihe goals and purpose of the epidemiology component of the project, as 
called for in the project documents, are: 

a. Training of Bilharzia Unit staff in methodologies for identifying 
bilharzia (schistosomiasis) and other intestinal parasites and the 
development of procedures to be follow& i n  future surveys of 
schistosomiasis and other public health problems. 

b. National survey of the prevalance of schistosomiasis and other 
intestinal parasites. 

c. Utilization of the schis tosomiasis survey results 
establishment of priorities for the delivery of water 
sanitation and health education. 
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d. Design and implementation of a diarrheal disease suwey to assess 
the nature and magnitude of the diarrheal disease problem in 
Swaziland and to provide a basis for planning and assessment of 
preventive and control measures. 

Accomplishments to Date: Bilharzia Control Unit 

The laboratory at the Bilharzia Control lhit has been physically expanded 
and re-equipped. The unit now provides walk-in diagnostic service for the 
identification of parasites , rout ine examinat ions for food handlers (Health 
Department, Manzini Town Council) , training for other medical technologists, 
and routine schistosomiasis surveillance and control. A National 
Schistosomiasis Survey has been completed which identified the areas which 
are most severely Infested. Control activities, through targeted treatment 
in highly endemic areas with improved anti-schistosomal drugs, are now we11 

e established by the unit. The techniques for the examination of urine and 
stools have been upgraded and the identification of intestha1 parasites was 
also included in the national survey. 

Vector snail collection and identification methods have been strengthened 
and a fonnal arrangement for verification has been established w i t h  the 
Snail Research Unit of Potchefstroom University, Republic of South Africa. 

The results of the schistosomiasis suwey have been prepared as a draft 
report. This report has been reviewed line by line and should be considered 
as a valuable product of the project to date. Its use is suitable for a 
number of. MOT3 planning purposes, water resources evaluation, public health 
engineer guidelines and standards formulation, health education, and 
sanitation program planning. A detailed technical evaluation of this report 
can be found in Appendix C. 

In-service technical training has been particularly good, as the above 
accomplishments reflect the efforts of the BCU team working with the 
Technical Advisor, Dr. Chaine, rather than as a result of isolated efforts 
by Dr. Chaine. 

5.2.2 Bilhariza Control Unit State of Readiness 

following items are either lacking are insufficiently supplied : 

o Membrane filters, chembers, and related equipment for the 
quantification of schistosme eggs in urine 

o Additional laboratory glassware and reagents 
o Low-cost data analysis equipment for use in the laboratory is 

lacking 
o Reproduction of field reports, referrals, treatment forms and 

other BCU documents is unnecessarily time-consuming and 
constrains the utilization of BCU output by m, RWBDB, and 
the health care systems 



o Chemical test s t r ips  for  haematuria and proteinuria 
o Additional glassware and reagents for stool processing and 

examination 
o Reference and other resource material for  the laboratory 

Chemotherapy - 
o Praziquantel, the d e  of choice for  schistosomiasis mansorai 

and mixed Wect ion,  is in short supply 

o During the past two years, four local medical supply companies 
have folded because of outstanding payments on f i l l ed  orders. 
A l l  MOH units suffer from slow t o  non-existent ab i l i t y  t o  
purchase essential  materials fo r  continued operation. ?his, 
of course, constrains and jleapardizes the optimal benefit of 
the Technical Advisor. Logistical and distribution problems 
also reduce the effecttveness of the control effortsc 

Transportation - 
o 'ke BCU is a f ie ld  dependent team which makes frequent visits 

t o  rural sites for  specimen collection, treatment, sna i l  
collection, snail  control, etc. Ihe BCU vehicles are in 
constant use. The inabi l i ty  of  CllA t o  keep Bm vehicles 
operating results  in severe delays which undermines team 
morale, obstructs BCU productivity and more importantly wastes 
the investment made i n  teclmical assistance. 

Data Analysis - 
o ?here are severe limitations on the capacity t o  manage and 

analyze the data generated by the unit. Both national survey 
data and routine suweillance data have formed relativlely 
large data bases requiring programing assistance that, t o  
date, has been obtained either informally o r  i n  the U.S. at 
considerable expense during the technical advisor's hane 
leave. Preliminary data analyses, suitable fo r  unit d e w  
and direction, are possible using new low-cost battery driven 
rdcroprocessors. Praviding this equipment would give the unit 
the long-term capability t o  generate results  needed fo r  
monthly reports, etc, after the project has terminated. 

5.2.3 Staff Training and Personnel: B .C.U. 

Ms. B. Nxuraalo was trained as a Health Inspector a t  the Ins t i tu te  of Health 
Sciences and joined the BCU upon graduation in January 1983, as director  of 
seven Health Assistants and one Senior Nealth Assistant. Ms. Nxumalo had no 
previous experience i n  public o r  environmental health, She was made the 
Director because of the Senior Health Inspector's reluctance t o  place wmen 
W l t h  Inspectors i n  the f ield.  Ms. Nxumlo is the youngest member of the 



BCU tarn. There are two female Health Assistants who have been trained to 
identify helminthic and protozoan parasites in the stool and urine, and they 
are responsible for examining the specimens obtained from field visits. The 
male Health Assistants have been trained to collect and process urine 
specimens m d  stool specimens from rural schools, agricultural estates, and 
homesteads. They are now capable of examining the urine specimens in the 
field. The male Health Assistants have also been trained to survey and 
collect vector snails, identify them and examine the snails for schistosame 
infection. Collectively, the unit is capable of routine surveillance of 
human schistosome infection using the rural primary and secondary school 
systems as a sampling base. 

The BCU functions well now due to the positive working relations established 
between Dr. Chaine, Ms. bbcumalo, Mr. Ginindza (the Senior Health Assistant) 
and the other team members. The BCU is at a critical stage in becamin 
self-sufficient, and it would be unrealistir to remove Dr. kine's in 19 d 
and expect the BCU to continue its present quality of suweillance and 
diagnostic services. The BCU' s director needs continued leadership and 
managerial training both at the informal level, w i t h  Dr. Chaine, as well as 
at the formal level, in a management training program. %re are at least 
two management training programs available, the program at the Swaziland 
Institute of Management and Public Administration (SIMPA), and that at the 
Eastern and South African Management Institute, Arusha, Tanzania (ESAMI). 
It is recommended that the SIMFA course be given first consideration because 
of its location in Swaziland. Experience elsewhere has shown that for the 
training to be effective, management skills learned in the classroom - 
need to be practiced as soon as possible in the every-day work situation. 
Training in Swaziland should cause the least disruption between training and 
work. Ms. kumlo should take the two week SIMPA Basic Management F'unctions 
course. lhe course curriculum includes basic management functions, human 
relations, basic concepts of organization, management information systems, 
connrmnications and report writing, budgeting and financial management. 
After three months back at work to apply the material from the first course, 
Ms. Bhaalo should then take the two week SIMPA Middle Management Seminar. 
That curriculum includes planning, decision-making , problem-solving , 
time-management , leadership, delegation, personnel administration, 
conflict-resolution, and performance appraisal. If after taking these 
courses, Dr. ki n e  feels that further management training is needed, 
consideration should then be given to other available courses such as at 
ESAMI ki Tanzania. As Ms. Nxmalo's managerial and directing skills 
strengthen, Dr. Chaine will be able to gradually relinquish his direct 
leadership until the BCU can clearly function on its own. 

Only one health assistant is a licensed vehicle operator. The van pr Mded 
by MOH/CU for field work was unfortunately involved in an accident this 
fall which destroyed the vehicle. The older van (1977) previously usea by 
BCU has been returned to service. With only one team member able to driw, 
his absence means the team cannot leave the Unit. 



5.2.4 Direction of the BCU 

The BCU has always been staffed by personnel from the Health Inspectorate. 
With their specialized activities, the BCU personnel make up a "special" 
cadre of Health Assistants that do not share the tasks of the mainline 
Health Inspectorate psrsonnel. Fundamentally, the BCU unit is a public 
healthlepidemiology service which is loca tsd in the Public Health Laboratory 
in Manzini. Functionally, the management of this unit would be mors 
appropriate if it were directed by public hsalth/epidemiologically trained 
personnel, as is the case at present with Dr. Chaine, rather than by 
environmental health professionals. 

3 t  appears that the relationship between the BCU and the MOH is an undefined 
one. According to the official organization chart, the BCU Director reports 
to the Senior Health Inspector in Mbabane. 'Ihe Senior Health Inspector 
reports to the Director of Medical Services at the MOH. 'Ihe actuality 
appears to be that ths BCU Director reports to no oncs, since the Senior 
Health Inspector, due to understaffing and the press of other 
responsibilities, has for all practical purposcs relinquished supervisory 
control over the unit. ?his situation nesds to change in light of the need 
for good management and the increased capacity of the BCU services. ?he 
recommendation is made that a direct line of authority be defined ktween 
the BCU Director and the Director of Medical Services. 

Because of the lack of a clear line of authority, a qusstion has been 
raised as to who should receive the monthly reports put out by the BCU. 
Routine reports from the unit have never been reqested by either the Senior 
Health Inspector or the office of the Dirsctor of Medical Services. 'Ihe 
evaluation team feels that the routine and special reports from the BCU 
should be seen by the Principal Secretary, the Director of Medical Services, 
the Senior Health Inspector, the Health Education Unit, the Planning and 
Statistics Unit, the RWBDCP, the Public Health Engineer at RWSB, and the 
Public Health Unit. 

Planning and evaluation of BCU activities are other important applications 
of BCU reports. 'Ihe un+t is currently not self-sufficient in planning and 
evaluation of its a&i&ies and goals. Routine annual internal evaluation 
of the BCU needs to be established. An outline for this should be developed 
and the unit should complete this exercise quarterly befors TA termination. 
'Ihe evaluation outline should include thrs development of the next period's 
objectives for surveillance, contra1 and service. 

5.2.5 American Public Health Association Advisory Panel 

'Ihe reports preparsd by the APW Advisory Panel Ere primarily directed at 
the technical issues of schistosomiasis epidsmiolo y. ?he advice provided 
has been useful and helped to improve the quality o f the BCUt s services, the 
National Survey fsr Schistosomiasis phase of the project received ths most 
attention. Littls assistance was providsd with respect to improving 



inst  i t u t i o n a l i z a t h  of BCU ' s ac t iv i t i es  . Institutionalization through 
technical assistance, training act iv i t ies ,  and laboratory expansion is 
highly desired by USAID and a major concern for  the Technical Advisor, Dr. 
Chaine . 
WHO consultant Dr. Barau, APHA consultant Dr. Re W. Ryder, and the Control 
of  Childhood Cormrunicable Diseases team (Center for Disease Control, 
Atlanta, Georgia) have al l  identified diarrheal diseases as an important 
cause of morbidity and mortality i n  Swaziland. As stated i n  the second APHA 
Advisory Panel report, "The USAU) mission and the MN have suggested that 
the project epidemiologist devote his f u l l  the t o  the diarrheal disease 
problem." (Draft Report of Second A M  Advisory Panel, Swaziland Rural 
Water-Borne Disease Control Project, March 9-10, 1983.) This reflects  the 
current USAU)/PDH interests  and desired direction of the project. 'Ihe MDH 
has specifically requested th i s  ac t iv i ty  from USAU) (see Appendix D). 
Dr. Robert Ryder, APHA consultant to RWBDB, reiterated the need t o  involve 
the project epidemiologist i n  a diarrheal disease surveillance study. 
Future APHA Advisory Panel ac t iv i t ies  need to be directed at (1) supporting 
the efforts of the project epidemiologist t o  establish the diarrheal disease 
study within the MOH as an on-going surveillance sendce, (2) planning how 
the results  will be used by the various MOH units, and (3) appropriate and 
feasEble advice on the technical aspects of this surveillance service. The 
evaluation team recomnends that the AcMsory Panel membership be mudified t o  
include people with an expertise in diarrheal disease surveillance. 

5.2.6 Diarrhea Disease Sun&.',Imce 

Status 

Currently the available epidemiological data fo r  diarrheal disease morbidity. 
and related case f a t a l i t y  rates are  compiled directly from monthly 
out-patient and in-patient reports recorded a t  the various health h i l i t i e s  
in Swaziland. These data can be used fo r  qualitative purposes but otherwise 
have very limited applications. Recording of bir ths in Swaziland has not 
been required, therefore specific in£ant mortality data do not exis t  a t  this 
time. Estimates of crude infant mortality have been made, for  ample, by 
the 1976 c ~ ~ u s  of the population, but rates such as the number of deaths in 
a. year of children less-than-one-year-of-age over the nude r  of live bir ths 
in the same pcpulation, must be determined prospectively i n  time. 

A good estimate of infant and early childhood mortality attributable t o  
diarrheal disease has not been measured. Important r i s k  factors for 
diarrheal disease morbidity and associated morbidiw such as season, region 
of the  country, b r a s  tfeeding practices, water consumption, household size, 
etc. have not been determined. 

Mid-Surveillance 

A protocol for  mini-sunreillance of diarrheal disease and infant and early 
childhood mortality f o r  180 h s t e a d s  in  the Law-veld has been prepared 
(See Appendix E) . Guidelines suggested by Dr. W. W. Ryder were used. The 
data form, o r  questionnaire, was designed with input from Medical Senrlces, 
Health P l w  and Sta t is t ics ,  PLlblic Health Nursing, Public Health and 



Epidemiology Unit , Rural Health Motivators and the RWBDCP. Each homestead 
which has at least one child under five will be visited once a week by a 
rural health motivator (RHM) . A£ter a census of the homestead is made, ths 
RHM will complete the questionnaire by interviewing the mother. She will be 
asked about the number of days each child under five had diarrhea, its 
duration and related aspects, treatment used if any, feeding practices, 
births and deaths, water and sanitation use, and other questions about 
health care and education. 

The mini-surveillance was started in October 1983. ?here are 18 RHMts 
involved, selected specifically because they are literate and have an 
outstanding record of past performance. Completed forms will be collected 
weekly, coded and keyed into the statistics unit computer. Only the first 
round of reports have been collected. Data analysis programs do not exist 
as yet. 

Evaluation of Program 
* 

The study design is that of surveillance rather than survey. 'Ihe 
measurement of infant and early chiLdhood mortality rates requires 
systematic observations made over time. A weekly surveillance approach 
helps minimize recall bias, although problems of observer bias by the 
inEormant and the interviewer need addressing. ?he RHM examines each child 
under five years old during her visit and records the signs of diarrhea and 
dehydration if present. Examination helps ensure census validity. 

?he study is limited now Lo two separate areas in the southern Lowvsld. 
Approximately 90 homesteads are covered in each area. Eighteen RHPlts, 
working out of the Si thobela, Siphofaneni , Lubuli and Ndszevane clinics, 
visit ten homcsteads each week for diarrhea surveillance in addition to 30 
homesteads which have to bs visited once a month for purposes of promoting 
better health, lhis means three homesteads must be visited each day-a 
heavy schedule given the scattersd nature of the rural Swazi homesteads. It 
is expected that changes will be made in the study design and questionnaire 
as the study develops in the field. 

The study design is adequate for piloting a surveillance system and for the 
goals and purposes of the RWBDCP. Changes in this design should bs mad? 
only in response to preliminary findings which indicate specific 
modifications. Other changes, suggested by in-country users of the data, 
need to be given close attention and opportunities to incorporalte these 
suggestions into the study design should be made. Changes suggested by 
outside reviewers, that are not consistent with the overall goals and 
purposes of the RWBDCP, may be difficult to use or to integrate into the 
project . Currently, a national survey (not surveillance) for diarrheal 
disease and infant mortality using a cluster sample design is beyond the 
scope and objectivss of the RWBDCP. 

Study Validity 

The RHMt s involved to date have agreed to do this study without extra pay or 
benefits. How long these workers will maintain their interest or how evenly 
they will apply themselvss over time is unknown. Supervision is critical if 



the user of the data is to be assured that the data was based on actual 
observations. Methods are suggested for assuring that the data assembled 
are valid. 

Random visits should be made to, homesteads by supervisors to 
corroborate the findings of previous visits and the data recorded. 

An easily recognizable sign or symptom that is generally not 
correlated with diarrhea, such as superficial trauma, may be 
included on the data form. This item could then be corroborated by 
the supervisor during the spot check. 

A method of recording daily episodes of diarrhea by the mother that 
could be checked by the RHM and the supervisor would help establish 
valid results and minimize the problems of recall bias. If, for 
example, the mother were to place a stone in a container, perhaps 
provided by the RHM, for each day that the child has three or more 
watery stools, the data collected could be more easily verified by 
comparing the results reported with existing conditions in the 
homestead. 

When a homestead could not be visited or the mother could not be 
interviewed, the reasons should be recorded directly on the data 
form. 

Methods for maintaining RHM interest in the weekly visits need to 
be developed. For example, feedback to the RHM about morbidity and 
mortality rates for their district, as they becoms available need 
to be given and discussed with the RHM. Homestead specific 
episodes of diarrhea should b~ maintained in the RHM notebooks and 
these figures should also be routinely reviewed and discussed with 
the supervisor and other district RHM's. 

Data Analysis 

As the first reports have just been received, no figures or analyses are 
currently available. lhe initial analysis should be formulated to identify 
problems of data collection, bias, validity, etc. in order that the 
necessary changes can b made before the program becomes too well 
established. It should be possible to calculate crude rates after a few 
more months of field work. 

APHA Advisorv Panel In~ut 

The APHA Advisory Panel will increase its usefulness to the diarrheal 
disease program of the RWBDCP by formulating its assistance and 
recommendations within the context of the ,?vsrall goals of the project, 
which are fundamentally those of institut:ional streng thsning . 



Institutionalization 

Currently the project epidemiologist is implementing the surveillance study 
with the assistance of a senior Public Health Nurse, Ms. Elizabeth 
Hndzebele. She is in charge of the RHE1 program and orients and trains the 
RHM's in collecting the weekly data from the homestead. A formal 
counterpart for her has not been identified as yet. Furthermore, the unit 
to which this surveillance study should be assigned is not clear at this 
time. Discussions with the Director of Medical Senrices indicated that the 
Elinistry would prefer to see institutionalization of diarrheal surveillance 
take place within the Public Health Unit rather than the BCU. The 
evaluation team only wishes to note the need for this study to be managed by 
an epidemiologist whether at the BCU or the Public Health Unit. At this 
time, Dr. Chaine is the best qualified person to manage this program for the 
X I H .  It would make sense to keep the diarrheal surveillance program at the 
BCU only if the unit were to be permanently directed by an epidemiologist. 

Study Development 

Surveillance has just begun on a pilot basis in only a very limited area. 
Results from these areas should not be generalized. Furthermore, it will be 
at least three to four months before enough data have been collect& bsfors 
this pilot stage can be fully evaluated in terms of epidemiologic design, 
data from pre-testing, data coding, programming and assessment. Anticipated 
modifications of design and related changes will require additional time. 
It should not be .anticipated that implementation of surveillance that will 
provide representative idormation from other rural districts and sufficient 
data to identify risk factors could be underway within six to cine months. 
Supervision and technical assistance will be critical during the growth 
phase of surveillance. The Notional S u w y  of Schistosomiasis is an example 
of this process and the time frames involved. It would be unrealistic to - expect an in-place surveillants system for diarrheal diseases and mortality 
in less than 18 to 22 months. 

"lhe surveillance system once in place and routinely operating will be, by 
design, flexible in terms of coverage and updating. 'Ihe quality and 
timeliness of data-analysis and the preparation of reports will depnd on 
the accessibility of a computer. While simple data summarization might be 
done by had or on a hand-held computer, detailed data-analysis is going to 
require the use of a computer. ?he evaluation team feels that the lack of 
computer access will b~ a significant constraint on the timeliness with 
which results can be prssented to the MOH for its use in decision-making. 
For example, this system will provide an excellent opportunity for the 
epidemiologic surveillance and control of other highly infectious and 
virulant diseases. The mortality at tributable to respiratory diseases in 
~wazi infants and young childrsn is unknown and other important infectious 
diseases go unreported. Early warning of outbreaks is important in order to 
have the time necessary to mobilize control efforts. 



5.2.7 @ i d d o l o g y  Recommendations 

Schistosomiasis 

Extend stay of Technical Advisor for  one year t o  Septeniber 1985. 
This decision t o  be made by January 1984. 

?he B(=U Director, Ms. I\bnrmalo, should be sent in early 19% t o  the 
Swaziland Ins t i tu te  of Management and Public Administration t o  take 
the Basic Management Functions and Middle Management courses. 

The BCU Director should report t o  the Director of Medical Services 
and not t o  the  Senior Health Inspector. 

The MOH should consider namimg an epidemiologist t o  the 
directorship of the BCU. 

A Programmer is needed t o  detelop saftware necessary t o  manage and 
analyze future schis tosomiasis control ac t iv i t ies  and diarrhea 
surveillance data on a Ministry of Health computer o r  a compatible 
local system. 

Surveillance for a l l  the schools in the northern low-veld for  both 
S. haemtobim infection and S. mansoni -tion, with appropriate - 
treatsnent follow-up, should be-camp- by March 1984. 

A system should be developed of obtaining and transporting urine 
specimens fo r  al l  types of surveillance in order that  these 
specimens can be processed quantitatively for  the number of 
eggs/lO m l  of urine using the membrane f i l t e r  technique. 

Survey the primary school in Engculwlni cormnmity and compare 
results  with homestead survey results  by February 1984. 

Continue schistosomiasis surveillance in Swaziland using primary 
and secondary schools as a basis for  sampling. Use these data to 
develop trends in  the prevalence of infection. 

Tabulate and report on the additional 6,000 h e  specimens 
examined during the national survey by March 1984. 

Monitor Luphohlo trydro-electric dam reservoir for  vector snai ls  
and transmission. 

Bilharz!~ Control Unit (BCU) should ccntinue t o  cooperate with 
the  large irrigated sugar estates by providbg consultation and 
case identification . 



o 'Ihe widespread application of molluscicides for snail control is 
not recommenued. Facal control is recommended as outlined in the 
National Survey for Schistosomiasis (IJSS) report. 9 

o Pradde funds for the purchase of metrifonate and praxiquantel, 
reagent strips for detecting blood and protein in urine, 
additional membrane filter equipment, stool specimen processing 
equipment, labor atory glassware and reagents. a 

o Reagent strips for detecting blood in urine should be made @ 

available to all rural Primary Health Care Units. 

o Develop a policy of treatmmt for schistosomiasis mansoni based on 
the availability of yraziquantel and estimates of geometric mean 
S. mansmi egg countslg stool. - (0 

o Praziquantel should be made available at all clinic< and health 
facilities in the low-veld which are capable of aetecting - S. 
mansoni eggs in stool specimens. -- 
Limited follow-up study on the outcome of treatment with 
praziquantel in the northern lowveld. 

Metrifonate should be used for all S. haematobium infections. but 
not mixed or S. mansoni infections. - 
Increase interaction between BCU, Public Health Engineering, and 
the Health Mucation components of the RWBDCP. 

Continue collaborative ties with ths University of Swazi 1 a~d. 

It is not recommended that the Epidemiologist participate in the 
evaluation of hasehold bleach water disinfect ion project ( see 
second APHA Advisory Panel Report) . 
Health education f 2r schis tosomiasis control should be developed 
in collabcrration wkth the te,m health educator as recommsnded in 
the Report of the National Survey of Schistosomiasis (NSS) . 
It is recommended that the project purchase a photocopy machine, 
Mth a service contract, to be used by the Public Health 
Laboratories and B .C .U. for the reproduction of field reports, 
treatment forms, referrals and other documents. 

Improvements in data management and analysis are badly needed. 
Both hardware and software computing is rquired. A HP41CV with 
appropriate attachments would be a low cost initial alternative in 
this direction. A small microcomputer with interface capability 
with the MOH computer is wry desirable. 



o Continue to provide reference and resource material for the BCU kl. 

and support -regional training programs and rqorkshops related to 
schistosomiasis control. 

LZ' 

o Complete report on the National Survey of other intestinal 
parasite infections by February l984. 

o Increase capacity of Bilharzia Control Unit to train laboratory =. 
technicians from gwsrnrnent and private sector in parasitological C 

diagnostic techniques. 

Diarrheal Disease 

o 'ke APHA Advisory Panel membership should be mcldified to include 
persons with expertise in diarrheal disease surveillance. 

o Develop the diarrheal surveillance study as an integral 
epidemiological component of the Public Health Unit or Public 
Health Laboratory. 

o Develop an epidemiologist counterpart function within the MOH for 
the diarrheal surveillance study as no counterpart has been 
identified for this component as yet. 

Develop a plan of implementation for increasing representation of 
the study to additional rural areas to include the high-, middle- 
and lowvelds and for identification of risk factors associated 
with diarrheal disease and related mortality by March 1984. 

Consideration should be given to adapting this surveillance system 
for the measurement of other water-related infectious diseases in 
addition to diarrheal diseases and mortality. This surveillants 
system could and should become the basis for the formal 
establishment of a center for epidemiology and disease control. 

hvdop an approach for the analysis of data by January 1984. 
?his will help anticipate programming and data management nseds. 

During the pilot phase, data analysis needs will require a 
responsive system capable of providing preliminary tabulations 
necessary for planni% an4 evaluation of the study design. 
Potentially, this can be provided by the MOH Statistics Unit. 
Howevsr, the data generated by field activities will soan surpass 
this capability. Hardware and sof bare support should be planned 
for now. Programming assistance is urgently needed. - 

o For purposes of study design and to assure that sufficient data 
1 will be obtained for a) estimating rates b) making comparisons 

between different rural districts, and cj the identification of 
diarrheal disease and mortality risk factors study size I 

e 
w 



(the number of homesteads that must be included for weekly 
surveillance) must be assessed by January 1984. 

5.3 Sanitation 

The goal and purpose of the sanitation component of the project, as stated 
in the project documents, is: 

To strengthen MOH s rural sanitation program through long-term strategy 
development, training, technical assistance and funding for a strong 
pit-latrine construction program. 

'Ihe contract project outputs include: 

o Approximately 2,000 demonstration pit-latrines 
o Sanitation training of 42 Health Assistants 
o Formation of 200 community sanitation communities 
c Development of minimum design criteria for pit-latrines and 

alternative pit-latrine designs 
o Development of selection criteria for choosing homesteads for 

demonstration latrines 

The Technical Advisor, Mr. W. P. Lawrence, arrived in Swaziland in May 
1981. Mr. Lawrence was assigned to the Health Inspectorate Unit within 
MOH. This unit is under the direction of Mr. Leslie Mtetwa, Senior Health 
Inspector (SHI). 'Ihe Health Inspectorate is responsible for rural 
sanitation programs and has a cadre working in rural areas which is able to 
participate in the project's sanitation efforts. 'Ihe PP calls for all 
Technical Advisers to have Swazi counterparts. However, no training of a 
sanitarian couctterpart was included in the project design. 'Iheref ore, 
Mr. Lawrence has not developed a trainee/counterpart relationship, but 
rather has acted as an assistant/advisor to Mr. Mtetwa. 

To address the sanitation component it is important to understand the 
structure of the Health Inspsctorate. When the PP was developed there were 
45 Health Assistants (HA) and 6 Health Inspectors (HI) reporting to the 
SHI. Through attrition, there are currently 33 HAts, and 4 HI'S reporting 
directly to the Senior Health Inspector. This reduction in staff has meant 
that the project can not meet its training objective. A study on 
strengthening the management of the public health inspectorate has just been 
completed by Dr. H. T. Phillips. It is strongly recommended that this 
report be givsn serious considsration and, where appropriate, action be 
taken on its recommendations. 

5.3.1 Pit-Latrine Construction Program 

By the end of the project the pit-latrine construction program should haw: 

o Dsveloped minimum design criteria and alternative designs 

o Dsveloped site selection criteria for demonstration pit-latrines 



The first and second requirements were necessary precursors to the 
demonstration pit-latrine program. 'Ihe argument made in the PP for a 
demonstration pit-latrine program apparently assumed that there was not 
already in place a good latrine program snd/or that latrines being 
constructed were poorly designed. In actuality, upon arrival, Mr. Lawrence 
did not find this to bs the situation and he assessed the existing MW 
sanitation program to be viable and decided to integrate the project: efforts 
and funds into the existing Health Inspectorate program. ?he concept of a 
demonstration pit-latrine program was thus removed from the RWBDCP. ?his 
decision had two benefits: 

1. 'Ihere were no delays or problems in initiating the RWBEP latrine 
program. 

2. Thi! long-term survivability of the program after completion of the 
RWXP was enhanced. 

Table 5.3.1, taken from the AED draft 1983 progress report, lists the numkr 
of latrines constructed since 1979 by year. Since October 1981, the project 
has spent a total of E15,000 (U.S. $1.00 = E 1.15) for construction 
materials. ?he PP projected $61,OQO (E70,OOO) for latrine construction. 
However, funding for this activity was not included in the contract. AED 
has requested this funding and, with the integration of the project latrine 
program into the MOH program, this funding request should be approvsd. If 
approved, this would mean a significant increasi! in the number of latrines 
constructed betwsen now and the end of the project. 

'Ihere are tw3 concerns related to the existing pit-latrine construction 
program: 

A high percentage of latrines remain in the 'under constructiont 
category. That is, the pits may be dug and the slab provided, but 
the superstructure is not completed. People have ssveral reasons 
for not finishing their latrines; there may be a labor-input 
seasonality factor, a shortage of superstructure materials, 'a 
landlord-lessee problem, or a concern that with community 
resettlement there will be a loss of investment in household 
improvements. While some of these problems may not: be resolvable, 
increased knowledge about these barriers, increased motivation 
efforts by extension workers and follow-up visits by the HA's may 
help to decrease the number of wnfinished units. 

Vent pipes are optional and even if installed fly screening, which 
is always provided, may not be installed. Again HA follow-up may 
help. 



ll TABLE 5.3.1 SUMMARY OF LATRINE ~NSTRUCTION 
I 

w 
Source: AED 1983 Draft Progress Report 

1 

Latrines Latrines Source of Materials * 
'Year .- Completed Under Cons t . Min. of Health RWBDC Project 

1.979 146 106 
1980 289 105 
1981 409 204 
1982 520(est) 780(est) 
1983 154t 565t 
(6 months) 

I-  6 O b f  field reports received 

++ No materials purchased by either Ministry o f  Health or Project, 
April - July 1983 

+++ While Ministry of Health contributions to latrine construction 
decreased from 1981 to 1982, spring protection projects 
increased from six to twenty-six. The budget for latrine ' 
construction and spring protechon which had r&ained static at 
El1,000 per ycar, was increased to E26,000 in Fiscal Year 1583 
and it is anticipated that MOH contributions to latrins 
construction will increase substantially during this year. 



Currently, the demand for slabs is greater than can be produced by HAts. 
Accordingly, the Health Inspectorate has modified its policy to encourage 
individuals to use local materials when slabs are not available. While a 
concrete slab is easier to keep clean, latrines made with local materials 
are acceptable. 

The Health Inspectorate, with encouragement and direct hlvement of the 
TA, has also begun constructing latrir es for clinics and schools lacking 
sanitation facilities. This effort is necessary and does offer the 
apportuniw for community involvement and motivation. 

The PP suggested construction of pit-latrines in the private sector. 
However, due to problems with delivery of concrete slabs and the widely 
dispersed demand for them in the rural areas, this is not currently 
feasible. However, an area of the country not currently provided for is 
the peri-urban area, where the population is increasing rapidly with 
corresponding increases in sanitation problems. The peri-urban areas have 
the advantage that its people exist in a cash economy, sufficier~t demand 
exists to lneke slab construction a potentially economically viable option 
and logistical problems of delivery do not exist. Accordingly, the 
development of a pilot private sector pit-latrine program ahed at the 
peri-urban areas and done in conjunction with the Town Councils and the 
Water and Sewerage Board is recommended. 

Finally, there is concern that the pit-latrine construction program has no 
mechanism for evaluation. 'Ihe development of a formalized evaluation 
procedure to be completed by the HA's is recommended. The concept is that 
HA's would return to the homestead one year after campletion of the latrine 
to inspect the facility to ensure satisfactory construction, performance and 
utilization. These hane visits would also offer a chance to focus on other 
sanitation issues such as solid waste and standing water (rmsquito breeding 
sites) and to motivate the household to improve water and sanitation 
practices. 

5.3.2 Training of Health Assistants 

The PP calls for the training of 42 HAts in the siting and construction of 
pit-latrhs and training in coromunication and commmity motivation skills 
related to sanitation practices. Currently there are only 29 HA's, directly 
reporting to the SHI, therefore the project Is target of 42 trained HA's will 
not be met unless 13 new HA's enter service in the near future. ?he other 
constrajnt to the success of this activity is that it is dependent on close 
cooperation with the health educator TA and the Health Education Unit. 
Unfortunately there was an eightlnonth delay between the departure of the 
first health educator, Dr. Shaw, and the arrival of his replbcement, Dr. 
Hoff (May 1982 - February 1983). Given that little was accomplished during 
Dr. Shawls tenure and that Dr. Hoff is only just developing his work plan 
and contacts, Mr. Lawrence, who is not a specialist in training, has had to 
take on fill responsibility for this activity. 



To date, the following training activities have taken place: 

a. A workshop for HA's and Community Developmsnt Officers and 
Assistants, held in June l982, reviewed current latrine technology, 
formulatsd the local materials construction policy, and emphasized 
collaboration efforts among field workers. 

b. On-the-job training of HAfs has occurred via direct contact with 
HA' s and through the Health Inspectorate management structure. 

Anticipated training activities include: 

a. Continued on-the-job training for HA's, SHA's ard HI'S,. 

be District level workshops and training s e c k l ~  ' f ' ~  HA'S, in 
conjunction with the Health Education 'Wit , o address 
communications and community organization i;gi. , nu2 planned for 
1984. 

c. Spring protection issues will be addresssd i ; i  wcrksh~w on water 
supply planned for 1984. 

It can be stated that the success of the HA sanl.U:\:~ri i:ra!:!illg program 
depends, in large part, upon the success of the health, ah~ar'l-s'~ component 
of the project . 
5.3.3 Community Participation 

The PP calls for the formation of 200 community sanitation committees to 
work with HA's in the siting and construction of demonstraticrn pit-latrines 

' and to serve as community motivators and information resource persons for 
latrine construction beyond the demonstration phase of the project . 
The social scienci! survey on community mobilization and decision making 
indicated that it would be detrimental for the project to dsvelop new 
committees when there were alrsady existing groups to be utilized. Thus 
this project contract objectivs' has been modified in practice to cooperation 
with and devslopmant of health commit tees , women s commit tees, community L 

development committees and any other group that shows interest in working on 
water and sanitation related issues. A total of 45 committees were 
cooperating with the HAf s in 1983. 

L 

5.3.4 Institutional Developmsnt 

Institutional development is implicitly definsd as a project objective 
through the concept of Technical Advisor. Mr. Lawrence has not had a J, 

traineelcounterpart relationship, but rather has acted as a deputy/advisor 
to Mr. L. Mtetwa, the Senior Health Inspector. Accordingly, ha has actively 
participated in all issues related to the Health Inspectorate and has not 



limited his attention to just sanitation issues. Mr. Lawrence's involvement 
has included: 

Routine field visits with the SHI to district level personnel 

Participation in monthly district Inspectorate meetings 

Assistance in developing a ncw management information and reporting 
system within the Health Inspectorate 

Providing assistance to the SHI in developing schedules for SHA1s 
to ensure better utilization of resources, specifically vehicles, 
and better supervision of HA1 s . 
Assistance in preparation of a scheme of service for the Health 
Inspectorate, September 1982. 

Assistance in the development of a five-year water/sanitztion 
policy statement ( 1983-1988) 

Assistance in the preparation of a training plan for addif:ional. 
HA's that have been recently accepted for training by the COS. 

The Septembsr 1983 Phillips Report addresses issws relatd to strengthening 
the Health Inspectorate. An evaluation of management problems within the 
Health Inspectorate is both beyond the scope of this evaluation and would be 
redundant given the just completed study. ?he Phillips Report makes the 
observation that the unit is understaffed and it encourages efforts to 
train new HA1s and HI1s. It also supports the recommendation to create and 
fill a Deputy position to assist Mr. Mtetwa. To hire more HA's would 
involve the MOH in restarting the HA Training Program since there is no 
other source of traind HAts available in Swaziland. It is difficult to say 
what the effect of the decreas~d number of HA's has on the sanitation 
component output level. One would expect that a decrease of 25 percent in 
the available numbsr of field personnel would significantly affect the 
output. However , considering the transportation, logistics, morale and 
managerial problems the Health Inspsctorate is having, increasing the number 
of psrsonnel without dealing with thsse problems would in all likelihood 
only exacsrbate the situation and result in little to no change in output. 
The evaluation team is not therefore in favor of restarting HA training 
until the problems of the Health Inspectorate have been resolved by the MOH. 

'Ihe Health Inspectorate is constrain4 by the lack of anyone within the 
organization qualified at the B.Sc. level or higher. Without sdf icient 
academic qualifications it is difficult for employees within the Health 
Inspectorate to reach the same grade lev& as employees in other units 
within the MOH, and therefore, the career status of this unit is limited. 
There &re currently three new HIIS and five more will join the Health 
Inspsctorate next year. Accordingly, the evaluation team recommends that, 
after a minimum of one year of on-the-job training, the best of the HI'S h 



selected fo r  in-country o r  regional B . Sc . level training. Subsequent t o  
completing the B.Sc., t h i s  individual should return t o  the MOH t o  work a s  an 
understudy t o  Mr.  Mtetwa. 

5.3.5 Spring Protection Program 

As part  of their broad sanitation responsibilities, HI 'S  and HAts  are 
responsible fo r  spring protection. AccordingJ-y, a spring protection 
workshop is planned for  1984, Spring protection is also handled on a 
limited scale by the RWSB and Regional Development Areas but has been 
historical ly performed by the HA s. An anticipated product from the 
workshop is a manual on spring protection. Fortunately, several good 
publications already exist  which the workshop should be able t o  c a l l  upon in 
developing its manual. 

5.3.6 Sanitation Recammendat ions 

o The recormendations of the Phillips report should be evaluated and, 
where appropriate, action taken on these recumendations, specifi- 
cally, t o  support the establishment and f i l l ing  of the Deputy Chief 
Health Inspector post. This individual should function a s  a 
foreman of the f ie ld  Health Inspectors, 

o - ?he best of the new Health Inspectors should, a f t e r  completing a 
minimum of one year of on-the-job training, be given the 
opportunity t o  complete a B.Sc. degree. Subsequent t o  completing 
this degree, preferably in-country, he should rejoin the Health 
Inspectorate t o  work under Mr.  Mtetwa as an assistant  and protege 
and eventually assme management responsibilities for  the Health 
Inspectorate. 

o New training of Health Assistants and Health Inspectors should not 
take place unt i l  the management, supervisory, salary and 
career-path issues have been successfully resolved. 

o 'ihe "demonstration pit-latrine" and "sanitation commit tees" concept 
and objectives should be deleted from the contract by January 1984 
as  they are no longer appropriate to the project. 

o A s  a follow-up t o  the pi t- latr ine construction act iv i ty  and t o  
provide a method of evaluating its success, one-year follow-up 
homestead visits by Health Assistants are recommended. During the  
homestead visits, the HA would evaluate t i i ~  use of the latrine, 
ensure that  it is clean and functioning properly and that  f l y  
screen is in place. He would a lso  use this a s  an opportunity for  
motivating home sanitation practices and investigating other 
sanitation issues, fo r  example, solid waste and the presence of 
standing water. The p i t  l a t r ine  evaluation protocol should be 
completed by January, 1984. 

o ?he peri-urban area is potentially a public health c r i s i s  area. 
Currently, people living in these areas may not have access t o  
potable water and, for the most part, do not have latrines. The 



a original Project Paper called for pi t-latrine construction by the 
private sector. Due to delivsry logistics in rural areas and other 
problems, this was not considered a viable option. However, for 
the peri-urban area, delivery logistics are not a problem. The 
numkr of households involved makes private sector involvement a 
pr~tentially economically viablz opti~n. Accordingly, development 
of a pilot project, private sector, pit-latrine construction 
strategy , coordinated through the Town Councils Health 
Inspectorates and the Water and Sewerage Board is recommend~d to be 
completed by March 1984. 

5 -4 Health Education 

The purpose of the health education componsnt is to establish and strengthen 
the capability of the GOS to design, implement, evaluate, and thsn redesign 
programs aim4 at the adoption of health promoting behavior especially 
those affecting the incidence of water- and sani tat ion-related diseases and 
in£ ections. 

The Health Education Unit did not spring into being with the start of the 
RWBDCP. Health education activities started in 1963' with the formation of 
joint Health Education and Public Health Nursing activities. Initial 
funding was by Oxfam. By 1975, that joint unit was funded by the COS and 
had forty (40) Public Health Nurses but no Health Educators er se. Three 
nurses had been seconded to health education activltirs, & ?hey also 
participatd heavily in nursing activities. 

One nurse was sent off for training to receive a Master's hgree in Health 
Education, but upon her return was transferrd to become head of the nmly 
erected Institute of Health Sciences. 

The HEU commenced as a separate unit in 1977 under the direction of ths WHO 
Health Education Adviser, M-r. L. Menouta. It did not have official status 
within the GOS and the ~taff of two public health nurses and a visual aids 
assistant were still seconded from other units within the MOtl. lhe unit had 
no official budget of its own and its expenses were being paid through the 
Public Health Unit in Mbabane. ?bus the WHO Adviser, as Director, was 
responsible for the initial institutionalization of the unit and for the 
development of programs and activities concentrating on maternal and child 
health and family plmning. This reflected the priorities of the MOH during 
the period 1976-1981 and the background of the A$viser in family planning 
ducat ion. 

With funding from the RWBDCP a building was constructd for the Unit in 
1981. When the Project paper was written, the WHO Adviser was due to 
terminate his consultancy in December 1980. Thus the PP assumed that the 
unit would be in need of an experienced director until a Swazi national 
could be trained for the position and stipulated that the RWBDCP Health 
Educator fill that position. In fact, the WHO Adviser's consultancy was 
renewed and is expected to bs extended until at least December, 1985. This 
created an unfortunate situation on the arrival of the first project Health 
Educator in 1981. He had accepted the position on the understanding that he 
would be directing the unit, but to have that position meant that the WHO 



Advisor would be expected to step aside after starting and directing the 
unit for four years. Not surprisingly, he desisted from so doing. What has 
really made the situation difficult and tense at times is that 'the contract 
was written as if the AED Technical Advisor would have complete control of 
the unit's resources and the complete ability to plan, implement, evaluate, 
and direct the strategy and objectives of the unit. In actuality, the AID 
Technical Advisor has never had that autonomy and has had to negotiate with 
the Acting Director for the use of resources. 

The Acting Director sees water and sanitation related programs as only part 
of the overall duties of the unit. Criticism has been expressed by the 
staff that the RWBDCP is attempting to switch too much of the Unit's 
rescurces into the water-borne disease control component. 

The responsibilities for the HEU that have been defined by the Actlng 
Director include: 

Family planning and maternal and child health 
Immunization 
Mental Health 
Communicable disease control 
Nutrition 
School health 
Rural water-borne disease control 
Training of health and health-related personnel 
Coordination of all GOS health education activities 
Development and dissemination of educational materials 

The i!HO Advisor has the support of the Ministry and is well thought of by 
colleagues, staff, and clients. 

l k e  RWBDCP contract agreement calls for the GOS to establish seven 
professional positions in the HEU by 1983. Three of these positions have 
been semi-established, four remain unestablished. One of the 
semi-established position incumbents, a Nurse-Educator w i t h  a Diploma in 
Health Education from the University of Ibadan, Nigeria, was chosen to be 
the Chief Health Education Officer (CHID) and was sent off for training to 
the United States in mid-1982, Upon her return, provided that she meets MOH 
standards, she will immediately be placed in the head position of the Unit. 
The WHO Advlsor will at that time step into an advisory role until the end 
of his contract. At the present time, she is due to return in mid-1984. 
The UsAID Mission still takes the position that since the contract calls for 
the AED Technical Achdsor to direct the unit in the absence of the CrHEO, 
that the GOS should request Mr. Menouta, the WHO Advisor, to step into an 
advisory position. The AED Health Educator, himself, has accepted his role 
as an advisory one and plans his activities in the light of this reality. 

With this background, it is easy to understand the problems that have faced 
the dmplementation of the health education component of this project. The 
contract outputs and EOPS conditions have not been altered since the start 
of the contract despite the changed circumstances. 



5.4.1 Social Science Outputs 

The contract called fo r  two years of technical assistance i n  the social 
sciences. This ac t iv i ty  was t o  produce information on knowledge, a t t i tudes  
and practices (KAP) related t o  water and sanitation. The findings of t h i s  
ac t iv i ty  were t o  be used t o  design the content of the heal th education 
program and the cormnunications process t o  be used by the  heal th education 
personnel and sanitation teams. A s  a resul t ,  the health education component 
of the project was t o  be specif ical ly ta i lored t o  s u i t  the cul tura l  and 
social  t rad i t ions  of Swaziland. 

In actual i ty ,  the contract of the Social Science Advisor was extended f o r  
six months, a t  the  request of the Ministry of Health, which indicated the 
appreciation and value placed on t h i s  technical assistance by the  Ministry. 
Although the  contract did not c a l l  f o r  the inst i tut ional izat ion of t h i s  
input and no Swazi counterpart was required, it appears that such 
inst i tut ional izat ion might w e l l  take place, since the MOH has expressed 
in te res t  i n  sending an MOH person t o  be trained as  a social sc i en t i s t .  

?he Social Sciences Advisor completed his work and left the project i n  
September 1983. The work done by the Social Sciences Advisor includes: 

an i n i t i a l  KAP study of water and sani tat ion in Swaziland 
a study of community organization and mobilization 
a study of a t t i tudes ,  be l ie fs ,  values and behavior relat ing t o  
diarrheal  diseases 
a survey and study of the ro le  of  t radi t ional  healers a s  health 
care providers 
a survey of infant feeding practices i n  rural homesteads 
a survey of emergency water tank usage i n  the Low-veld region 
evaluation of school-heal th- team cholera education ef for t s  i n  
primary schools 
evaluation of the  health and socia l  impacts of a new water system 
in a Hhohho Dis t r i c t  coixummity 
a survey of a t t i tudes  and practices regard@ disinfection of 
household water with commercial bleach 
evaluation of radio health programs 

Outputs a.  t o  e. were specified by the contract, outputs f.  t o  i. were 

C requested by the NOH t o  meet the immediate needs f o r  information 
precipitated by the cholera outbreaks of 1981-1982. Output j . was linked t o  
the activities of  the Swaziland Campaign Against Diarrheal Disease and its 
production of heal th education radio programs. The evaluation team does not 
consider any of these non-contract-specified outputs t o  have been a misuse 
of project resources. Besides the i n f o ~ t i o n  that  was added as a resu l t  of 
these outputs, these a c t i v i t i e s  enhanced the value of the t o t a l  RWBDCP in 
the eyes of the  MOH. 

Sanitation KAP Surveys 

The contract cal led f o r  the design, implementation, and completion of the 
KAP study i n  the first year of the project.  The KAP Survey was implemented 



during the months of December, 1981. and January, 1982, eight month a f t e r  
the ef:fectim start: of khe project; the of f ic ia l  report was published i n  
October 1982. 

The intended purpose of the study was t o  (1) provide baseline data for  the 
design of a nation31 health education strategy; (2) provide program design 
guidance for  the health education and sanitation personnel; and, (3) provide 
baseline data for  the evaluation of changes in water-use and 
sanitat  ion-related hygiene behavior, The contract stipulates the design, 
implementation, and completion of a second KAP study in  the f i f t h  and f ina l  
year of the project. 

The first KAP study was t o  be based on a random sample of homesteads, 
s t ra t i f i ed  according t o  socio-economic characteristics, includirg 
educational level of the key members of the household. Information on the 
level of awareness a s  well as  the prevalance of unhealthy practices was t o  
be collected and used both fo r  the set t ing of priori t ies  fo r  the sanitation, 
health education program and fo r  the design of its contents and 
methodologies. 

The major findings of the study were that ,  from a health standpoint, people 
who practice health-promoting habits are l ikely t o  l ive  i n  the Highveld 
area, be members of larger homesteads, be female, younger i n  age, and have 
had several years of formal education or hare such a person i n  the 
homestead. The Lawveld and Lubombo Plateau areas were identified as  most 
needing water and sanitation education, especially the lesser-educated , and 
older men and women, and among those living in areas not d s i t e d  by Rural 
Health Motivators o r  outside the Regional Development Axeas. Education 
proved t o  be the most important factor associated with the level of health 
practices and knowledge. The strategic question raised by the KllP study was 
whether health education should be directed primarily at those most i n  need 
when a t  the same time th i s  group m y  be most resistant  t o  behavioral 
changes. Or should efforts  be directed towards those who have already 
extlbited behavior changes and are presumably more receptive t o  adopting new 
habits? The health education program at  present does not have a separate 
strategy o r  program for  these two groups. 

The survey showed that  many rural people could not distinguish between 
"safet' and "unsafe" sources of drinking water. M ~ L I Y  were unaware o r  
unconvinced of the health benefits of improved water supply. Its value t o  
them was measured in terms of convenience, not health. 

With regards t o  schistosomiasis, th i s  disease appeared t o  be less understood 
than cholera and was of less local concern. It appears that  many rura l  
people do not understand the contamination process o r  the need for a l l  
adults and children t o  use latrines. 

The majority of mothers surveyed did not appear t o  recognize contaminated 
food and water as major causes of in£ant diarrhea. It was reported, 
however, that  boiling water for use i n  preparing baby food was quite 
widespread, although the 94 per cent ra te  for  informants who said they did 
in the survey was regarded as suspect. T b  idea of drinking a mixture of 



medicinal powder and water is  already familiar i n  traditional medicine and 
that  could have a positive effect on the use of oral  rehydration sa l t s .  

The KAP report stressed that  t o  ignore traditional health  belief^ o r  t o  
challenge them would create stress,  conEusian, and resentment among 
traditional people, and that  health education messages should be designed t o  
accammodate certain traditional health beliefs without sacrificing public 
health objectives. The report stater: that excreta disposal is among the 
lower ranked concerns of rura l  Swazis, and that  it in fact  conflicts with 
traditional values such a s  female modesty, in-law respect o r  avoidance, and 
fear  of sorcery associated with access t o  bodily wastes. During f ie ld  
vlsits, it was reported that some adoptees of latr ines took care of the 
problems by building separate h c i l i t i e s .  There was a lack of evidence in 
the health education pamphlets, posters, manuals and planning documents that 
traditional values o r  concerns have been addressed by the materials prepared 
so far,  and it is reconrmended that  much more effort be expended in relating 
public health objectives t o  the relevant concerns and values of rural  Swazis. 

?he KAP Studv as  an Evaluatton Tool 

TZle contract ca l l s  for  the implementation of two KAP studies, 01x2 at the 
beginning of the project, and another at the end. There are certain 
problezls inherent in depending on the KAP study as a valid measure of 
behavior changes resu1ti .z  from the implementation of the health education 
program. 

Verity of Responses. The KAP study depends upon the respondent's 
reporting of Sehavlor. To use t h i s  information as a measure of  
real behavior is highly questionable. Even in the f i r s t  KAY study 
report, it is noted that fo r  several items the respmses are 
suspect. People all  over the world are  known t o  be prone t o  give 
interviewers the responses they think the interviewer wjshes to 
hear and there is evidence that this occurred i n  the first KAP 
study. 

Validity of Assumption. There is much controversy w i t h i n  the f i e ld  
of behavior modification about the relationship between stated 
at t i tudes and knowledge and actual behavior. The often invoked 
example i n  the health f ie ld  is that of cigarette smoking. Even 
when people hm and und::jrotand that it is dangerous they do not 
necessarily stop. ?he benefits t o  be gained by continuing the 
behavior may outweigh the costs of changiq it. Knowledge e r  se 
does not necessarily lead t o  behabeor change o r  mean that &vior 
change has occurred. 

Evaluation of behavior change should b e  based as much as possible on di rect  
observation of behaviors o r  of s m o g a t e  indicators. Obviously, there are 
some problems with this in practice: (1) the observer effect  o r  people 
responding t o  the presence of the observer and (2) the t h i n g  effect o r  the 
observer nwer  being there wken some things are being done such as at 
night-time. For example, if there is cultural concern about being observed 



using the latr ine,  waiting t o  ~bse rve  la t r ine  use may be an unrewarding 
task. Surrogate indicators of la t r ine  use may *nave t o  be used such as 
cleanliness, presence of cleansing materials, lack of odor, a well-beaten 
path t o  the latrine, lack of observation of human stools in, the bush, etc. 
Observations of food and water protection are a l i t t le easier t o  make 
without drawing attention t o  the fact.  Washing hands before focd 
preparation might be observed by the presence of the necessary items ir. the 
kitchen l ike  a cleansing agent, d e a n  water, o r  a drying agent. Purposeful 
timing of a visit may increase the likelihood of ob~ewing  certain behavior 
such as the time of' day when food is prepared when wcter is collected, or 
the time of day that children might play in a bilharzia-infested we.ter 
course. 

With ingenuity and careful consideration, it should be possible t o  develop 
methods for obsewing practices o r  surrogate indicatore aver the remaining 
life of the project. There is s t i l l  time for  this since then? have been no 
major act iv i t ies  i n  the f i e ld  w i t h  the health ediucatioil prngram. If an 
evaluation protocol were completed by February 1984, one could f inish the 
project with reasonable baseline and longitudinal data. If consistent 
observations were made by the Rural Health Motivators o r  the Health 
Assistants on quarterly or ,  even better,  mo.lthly visits t o  the same 
homesteads within one t o  two years there would be a data-base available f o r  
estimating . the impact of the health education program. ' It is recomended 
that  the Health Education Technical Advisor prepare a detailed evaluation 
protocol (forms, instructions, and a training ~ l a n )  by February 1984. The 
senrices of a consultant might be merited t o  help with this task. There 
should be observations developed for  every taxget behavior change. If a 
longitudinal behador evaluation process i a  i n  place, together with an 
evaluation process fo r  the radio programs impact, there is much less of a 
need for  a second KAP study and it is recamended that  it be dropped from 
the work plan, and the resources eanmarked for  it he used for  developing the 
longitudinal evaluation methodology i n  its stead. 

The Role of - Traditional Healers as Health &,re - Providers 

No mention is t o  be found of traditional healers i n  either the contract 
worlcplan, outputs, o r  EOPS conciitions. Hrmver, the Project Paper s ta tes  
(p. 27) that it is important t o  investlzate the role of the t r a d i t i o r ~ l  
healer in water-related disease t rea tmnt  . especially M a n t  diarrhea, and 
the healer's potential role in sanitation yrograms. 

The study on the role of traditional healers as health care providers was 
done (August 1982 - January 1983) t o  provide information for  MOH planning at  
the Ministry's request. 'Ihe MOH was interested i n  exploring possibi l i t ies  
fo r  the para-professional training of healers and for bet ter  integration of 
the modern and traditional health sectors. It was also interested i n  
knowing ti-2 positive and negative aspects of traditional practices. 

The study found that  there are sow 5,000 zraditional healers i n  Swaziland, 
resulting in a healer population r a t i o  of about 1:110. Traditional. healers 
meet important connmmiQ needs and earn relatively high fees. They 



expresed interest  i n  certain types of training i n  modern bcealth care 
techniques and i n  increased cooperation with modern health s e c t x  personnel. 

The study recormended that  the healers should bs trab.ed in  the use of oral  
rehydracLon s a l t s  on a p i lo t  basis, t o  be followed by an evaluation of 
training effectiveness. It was suggested that  the Health Education U n i t  
have primary responsibility for  coordinating all  trainin4 and 
information-gathering act iv i t ics  relating t o  traditional healers. 

The HEU s t a f f  conducted three &.,shops In 1983 for  about 200 healers. 'Ihe 
objectives for  these workshops were t o  look a t  both traditicmal and modern 
treatment of diarrheal disease, t o  explain the use of ora l  rehydration 
salts, and t o  stress the importance of bnnrmr~izations. 

'he healers in turn asked for  a bet ter  a t t i tude toward them and respect fo r  
their work by nurses and doctors. They a s k d  for referrals  t o  be made t o  
them in exchange for  thei r  referrals  of patients t o  the c l in ics  o r  
hospitals. They hope t o  form an of f ic ia l  Traditional Healer's Association 
with a registry and regulations. Infomation was collected on traditional 
views on the. causes and cures of infant diarrhea. 

In a l l  the workshops, the healers expressed puzzlement as t o  why the MOH was 
expressing interest  I n  cooperation after so many years of d.isapprova1. 
Obviou~1-y, a l o t  more work needs t , ~  be done t o  increase the t ru s t  on the. 
part of the F i l e r s  i n  the MOH and its interest  in the i r  fnput. 'Ihe 
professional. ,mders of the MOH cadres need training ti cross-cultural 
cooperation m r l  tolerance. A follow-up evaluation of these workshops is 
planned for  19%. 

These worWnops were carried out by the HEU as  a whole, including fhe AID 
Techni 21 Adviser, and should not be attributed t o  the RWBDB r se. The 

the traditional healers, lncluding traditional b i r th  attendants. 
Pf projeci. etxnds t o  benefit significantly fron the future work p anred with 

A male nurse qualified in midwifery has just  been seconded t o  the HEU t o  
work with Dr. Hoff on the RWBDCP. ?his is being done through the ORT 
project with ATD but is separate fram the RWBDB and is located i n  the 
Public Health Unit.' A newly graduated Health Inspector is  expected t o  come 
on board soon t o  also work with Dr. Hoff. 

The 1983-1984 workplan for the RWBD(=P includes the development of 
recoannendations for an expanded program t o  use traditional healers In 
diarrheal disease control. There is a lso  a proposal fo r  jo int  work by Dr. 
Hoff and one of the HEU Health Educators on improving the practices of 
t radit ional  b i r t h  attendants and promoting bet ter  working relations among 
them, the MCH personnel in cl inics and the Rural Health Motivators. Since 
the HEU has managed these act ivi t ies,  it m l d  appear that t h i s  program has 
already been institutionalized. lhis effort is progressing well and 
providing valuable inputs for achieving the project's goals. 



Community Organization and Mobilization Study 

7he purpose of this study, called for in the contract workplan, was to 
suggest a method wher9by it would k possible to predict which types of 
communities would be most likely to organize viable and effective health 
commi ttees, cooperate in community-wide ventures, and work we13 with 
community health and non-health workers. It also lookd at the feasibility 
of forming the 200 sanitation corninittees specified in the contract. 
Further, it looked for indications of community mobilization. Lastly, it 
looked for indications of successful formation and maintenance of 
heal th-related commit tees. 

From the study it was learned that the attitudes of local leadership towards 
development wsre very important to the success of community development 
efforts. Other important factors included the fate or fortune 05 other 
recent community devdopment efforts and the general education and income 
lev& of the community members, access by extension workers, access to 
roads, markets and water, and whethsr or not the community was a product of 
reset tlement . Women' s associations were found 9 have an unrealized 
potential for mobilizing communities around health and environmental 
sanitation issues. A surcharge on the normal clinic ussrs fee was suggeslted 
for financing heal th-commi ttee activities, ' and, lastly, the study 
recommended a simple procedure for assessing commusli ty mobilization 
potential. 

The 1984 workplan in health ducation includes the training of community 
leaders and the preparation of guidelines on how to organize and use health 
committees. These outputs will be bas4 on the findings of the community 
organization and mobilization study. 

Other Social Science Outputs 

Study of attitudes, kliefs, valuss, and behavior related to diarrheal 
diseases. 'Ihis study found that traditional beliefs about infant 
diarrhea are very complex. 

KAP stdy rsgarding disinfection of household water with commercial 
bleach. 'Ihis was an evaluation survey done in areas where disinfection 
had ken promoted during the cholera epidemic by nurses and Rural Health 
Motivators. 

Evaluation of radio programs on diarrheal diseases. &signed with the 
Health Education Technical Adviser to determine if and when 200 
homestead resid~nts wsre listening to the programs and how favorable 
their responses were to the programs. 

A survey of emergency water-tank usage in the Lowv4d Region. 'Ihis 
survey attempted to determine the social feasibility, not the economic 
feasibility, of placing drinking water tanks in high-risk cholera areas 
with scarce water-resources. 'Ihe study showed that there *re a few 
incidents of social problems over control of the water, but that in the 
main the program worked well on an emergency basis. 



Evaluation of School Health Team cholera education efforts in priraar): 
schools. This survey tried to determine the effectiveness of "one-shot 
cholera classes on hygienic behavior and knowledge in primary schools 
located in high-risk areas, 7he classes were delivered by nurses of 
the Public Health Unit s School. Pkalth Team. The evaluation showed that 
one lecture was not effective even in improving knowledge much less 
behavior. Because of transportation difficulties, 80 percent of the 
targeted schools could not be reached. 

Evaluation of the health and social impacts of a new water supply system 
in Hhohho District. A public health engineering, epidemiological and 
social sciences team looked at the impacts of a new system promoted by 
the Red Cross of Swaziland. It was hoped that the study would help the 
development of new strategies to improve the use and maintenance of the 
system. No health effects were found but it was found that health 
education efforts had led to improved health awareness in the cormunity 
and to increased latrine construction. This finding is of value to the 
RWBDCP since it appears to support the link between the introduction of 
water supply and the adoption of hygienic and sanitary behaviors and 
thus suggests a criterion for choosing comamities in which to focus 
health education activities. 

5.4.2 In-Service Training for Lmmmity Workers 

Health Assistants (HA) 

With respect to the training of HA's, the contract states that 42 HAts will 
be trained in communication skills and community motivation. It also states 
that 42 HAts will receive in-service training on an annual basis beginning 
in 1981. HA's were also to receive an initial two-week training, followed 
by one-week semlnars for discussion of new methodologies and field problems. 

The number of HAts is no longer valid, since there are only 29 HAts in 
service. At the time of the evaluation, no training of the HAts in 
cmunications skills and community motivations had as yet occurred. A 
training plan for a five-day workshop had been developed. The objectives of 
this workshop include teaching HA's how to communicate effectively with 
comity leaders and groups; how to involve local people in planning, 
construction, use, and maintenance of water and sanitation projects. ?tro 
such workshops are scheduled to be completed by March 31, 1984. 

In-service training for the HAts did occur in June 1982 under the auspices 
of the sanitation camponent of the RWBDCP. The workshop agenda included a 
review of current latrine technology, the use of local materials for latrine 
construction, and the development of working linkages between the HA1s and 
other extension works with respect to latrine construction. . , 

The health education training program for HAts is at least two years behind 
project schedule but with the start of workshops in 1984, the evaluator 
expects that I-?? training objectives will be reached. 



Rural Health Motivators (RHM) 

The contract states that 230 Rural Health Motivators ar2 to receive e 
in-service training annually beginning in 1981. 

No training of RHM's has occurred to date. The 1984 health education 
workplan states that by July 1984, 25 per cent of the RHM's will have ken 
trained in communication and health education skills related to water, 
sanitation, and other health programs. A system of follow-up supenrlston - 
and in-service training will be establishd. 

'ke Technical Advisor prepared a proposal to dsvelop and test a training 
manual for RHM trainers and a fisld guide for the RHM's themselves. 'kese 
manuals are to fill the need for written matsrials by the trainers and 
RHM's. 'Ihe aims of these manuals are to improve the quality of training, a 
supervision, and morale of the RHM's. l'he objectivs for the RHM Field 
Manual is that it will assist the RHM in providing basic health cars and 
health education services for people in rural homesteads. Health education 
services include those for water-related diseases and sanitation. 

?he objectivs for the RHM Trainers1 Manual is to assist trainers in teaching a'  
job-related skills. It can also be used to assist clinic nurses in their 
supervision of the RHMts and by ths community leaders in providing guidancs 
on how to support the activities of their W 1 s .  An English version of 
parts of the proposed RHM manual was available to the evaluator. ?he scope 
of contsnt of this proposd 30-45 page manual was good. There are plans for 
field-testing the manual in the field with a ssmple of RHM's. 'kis should - 
remedy any of the shortcomings noted in ths rough draft. 

Domestic Science Dsmonstratos.~ (DSD) and other extension workers 

Tns contract calls for the in-service training of 40 DSD1s on an annual 
basis beginnix in 1981. No training of DSD's has taken place to date. 'Ihe 
1984 workplan for health education states that by July 1984, 50 pzr cent of 
the DSDts will have kerl trained in communication and health education 
skills. A systsm will 1.R established to provide follow-up supervision and 
contind in-service training on an annual basis. 

On the initiative of the Technical Advisor, an interministerial committee 
with representatives from the Minis tries of Health, Education, and Welf are 
has been formed to identify the needs for educational methods and materials 
for training extension workers. 'Ihs committee has almost completed a survey 
of the extension workers with which to determine their training needs. 
After analysis, the thrse ministries will devslop coordinated plans to train 
extension workers in skills such as interpersonal communications, effective 
educational methods, and community mobilization. 'Ihe Technical Advisor will 
be participating in the training. The involvement of the HA's, RHMfs, 
DSD1s, and other extension agents is sxpscted to foster closer working 
relationships in the field and to inform non-health related workers about 
the content of the basic health sducation messages on water relatd diseases 
and sanitation. 



School Teachers and School Health Nutlses 

"Ibis activity is not explicitly called for in the contract. At this time, 
it is in the form of a proposal made by the Technical Advisor for a pilot 
project to demonstrate the sffectiveness of a comprehensive health education 
program in four to six primary schools. The proposed program includes 
providing a sanitary environment (latrines and a safe water supply) 
developing supplementary teaching materials on health training the teachers 
to use the materials to teach positive health behaviors to the students and 
integrating the health teaching with the visits of the School Health Nurse 
and the Health Inspectors. At the project review with MOH officials a 
thorough evaluation of the existing school health curriculum materials was 
recommend& with the cooperation of the Ministry of Education. ?he 
implementation of the school health program will call for the uss of funds 
not planned for by the RWBDCP. It is recommended that this proposal be 
given second priority until adsquate progress has been demonstrated with the 
contractual requi rsment s . 
5.4.3 kvelopment of a Mass-Media Campaign 

Dsvelopment and implemecitation of a mass-mdia campaign appear in the 
contract workplan, but not in the Expsctsd Outcomss ssction which includes 
EOPS conditions and outputs. 'Ihere is an internal USAID memorandum dated 
Octokr 27, 1981, that recommended the removal of all references to a 
mass-media campaign. However , the contract document has never ken 
officially amend& in that fashion. 

A onewek Communications Planning Workshop was held in October 1982. 'Ihe 
workshop was followed by further training in radio program planning and 
messsgs design. ?he workshop was jointly sponsored by ths MOH and USAID and 
it brought togetha- participants from ths Minis tries of Health, Agriculture 
and Coopratives, and Education, the Swaziland Broadcasting Services, the 
Rural Water Supply Board, and non-governmental organizations such as private 
hospitals, ths Red Cross, and the Family Life Association. Resource persons 
for the workshop wers supplied by various ministries and the AED. 

The purposs of the workshop was to improvs devslopment of communications 
planning in the participating ministries and agencies and to develop 
collaborative communications strategies for the Health Education Unit. 

As a continuation of the Communications Planning Workshop in October 1982 an 
intsrministerial workshop was held in February 1983 at which time a 
wll-conceived and carefully planned radio campaign was writ ten with clearly 
specif id purposes, objectives, and program content. 73s campaign, known as 
the Swaziland Campaign Against Diarrheal Disease, has produced a total of 33 
radio programs to date - fourteen 15-minute programs a d  ninetesn 1-3 minute 
spots. 'Ihese programs were produced by the fntsrministerial committee 
consisting of individuals from the Public Health Unit, the Swaziland 
Broadcasting Service, the MOW and the MOA, with the assistance of two A D  



Broadcasting Service, the MOW and the MQA, with the assistance of two AED 
consultants. This cormnittee is chaired by Mrs. Gladys Matsebula, Public 
Health Unit Coordinator of the MOH's Diarrheal Disease Kmpaign; the main 
technical support comes from Dr. H~ff, the RWBDCP Health Educator. 

The programs and complementing short spots were broadcast beginning in May 
1983, and were due to continue until January 1984. The messages were 
clustered and phased as follows: 

&Y General awareness campaign 
June/ July Latrine construct ion campaign 
August Water Disinfection campaign 
September Review 
October-December Oral rehydration therapy canpaign 

Program phasing was based on the following considerations: the time of the 
year at which particular information would be most relevant, e .g . , ORT for 
infant diarrhea during the rainy season; the time needed to prepare the 
programs, support materials and train extension workers for message 
reinforcement; and the need for further research in the areas of ORT and 
water disinfect ion. 

The RWBDCP evaluation coincided with a consultancy on the radio c&aign by 
Rasmuson and Joof, AED consultants from The Gambia. RRsmuson and Joof have 
been working on a successful radio campaign, strictly concentrating on ORT, 
for the past two years. They report that they were thoroughly impressed by 
both the process and the outputs of this committee-style production 
process. The members of the committee were obviously very cordtted to the 
campaign and very professional in their approach to program .production. 
Their recommendations included promulgation of a written statement of policy 
on diarrheal disease management using ORT for the MOH (four different ORT 
formulas appear in the radio scripts); use of ORT radio programs only in 
January 1984 to establish the new ORT formula; ORT training for health 
staff ; updated implementation plan for the Diarrheal Disease Campaign; 
coordination of the campaign should be done by the HEU; making more use of 
the data produced by the studies done by Dr. Green, the Social Scientist 
Technical Adviser; linking the radio campaign evaluation to the newly 
established RWBDCP diarrheal disease surveillance study; ins titut ionaliza- 
tion of program monitoring and impact evaluation activities; and deletion of 
references to traditional healers that they might consider offensive given 
the HEU's recent attempts to develop cooperation between the traditional and 
d e r n  health sectors. 

In August 1983, Drs . Hoff and Green collaborated in a pilot evaluation of 
the impact of the radio campaign, Interviews with respondents, representing 
200 homesteads, indicated that 65 per cent of those with radios were 



listening to the sccies. Ths 1.984 Health Education workplan states that a 
survey will be done of sample rural homesteads to identifjr listening 
patterns and elicit responses to the current programs; existing programs 
will be reviewed and revised if needed; train an Health Inspector and 
Nurse-Midwife will be trained as Health Education Assistants for work on the 
campaign. 

The mass-media campaign is the most successful and productive activity in 
the health education component of the RWBDCP to date. To increase its 
institutionalization in the HEU, every effort should be made by the AED 
Technical Adviser to encourage the participaticm of the Unit's Health 
Educators. The campaign is going wd1 and its planning and implementation 
processes are sound. RWBDCP objectives are fully expected to exceed EOPS 
conditions. 

5.4.4 Health Education Component Goals for March 31, 1984 

In light of the concern about the delays in implementing the health 
education component, a list was prepared of outputs to be delivered by 
March 31, 1984. They are as follows: 



At least 60% of the 
rural population to be 
receiving relevant 
messages on water 
protection, sanitation 
and diarrheal prevention 
via the radio campaign 

Five new leaflets will 
be produced, pretested, 
and distributed to 
extension workers to 
complement the radio 
campaign. 'Ihe leaflets 
will cwsr: breast feeding, 
ORT, latrine construction, 
parsonal hygiene, and water 
disinfection. 

Ebaluation of impacts of 
the traditional healer 
workshops with respect 
to the adoption of ORT 

Protocol of a learning 
module for S E m A  
(Adult Lf teracy Campaign) 
on ORT and diarrhea 
prevention 

Complstion of two work- 
shops for all Health 
Assistants 

Finalized plan for ths 
training of extension 
worksrs (RHM's, DSDfs, 
(=DO'S, etc) 

Completion of a training/ 
procedures manual on ORT 
for clinic and hospital 
staff. 

First section of the two 
RHM manuals ready for 
pretesting 

Existing Diarrheal Disease Control 
Campaign Committee 

Continued assistance of the HEU 
Graphic Artist 

Cooperation of the Traditional 
Healer Commi ttses; no difficulties 
expec ttxl 

Assistance of the HEU Graphic 
Artist 

Assistance from the RWBDCP 
Sanitarian, Health Inspectors, 
and the two Health Education 
Assistants 

Assistance from interministerial 
committee on extsnsion-worker 
training. Assistance from DEMS 
will be required 

Finalized MOH policy on ORT. Funds 
available for printing ,!.. 

Project funds by January for 
smploying wri ter/edi tor and 
illustrator 



?he evaluator recommends that Mrs. L. Lankenau, the USAID Assistant Health 
kvelopment Officer, and a hedlth educator by training, be assigned to 
monitor the progress of ths health education componsnt between kcemkr 1983 
and April 19%i, If major progress has not been mads towards the achievement 
of thesi! objectives by March 31, 1984, consideration should be given to 
early fsompletion of the service contract of the RWBDCP Health Educator. 
Dr. Edf most likely will achieve these outputs in the required period. 

If major progrsss continues to be made in the health education component and 
the Chief Health Educator Officer designate returns to assume leadership of 
the HEU in mid-1985, it is recommended that the RWBDCP Health Educator's 
contract be extended until the end of the project or until February 1986, 
whichevsr comes sooner ( a maximum extension of 12 months) . 
5.4.5 kvslopment of Health Education Strategy 

Soon after his arrival in Swaziland in 1983, at a meeting in the MOH, the 
AED Technical Adviser, Dr. Hoff, was requested to develop a health education 
strategy i-o complement the prwfously accepted five-year plan for Health 
Education submitted by the Unit's Acting Director, Mr. Menouta. Dr. Hoff 
submitted the Strategy to the MOH in May, 1983. ' k e  Stratsgy incorporated 
the results and recommendations of the KAP study, the existing Fiveyear 
Plan, the Third National Dsvelopm~nt Plan, and other MOtl planning documents; 
it also includsd inputs from key persons in the MOH and all the staff 
members of the HEU. ?here has been no official response to the document. 
'Ihis may be d w  to its king sesn as an HEU internal document. lhrough 
interviews, it was possibls to ascsrtain that the Stratsgy was seen as a 
useful and worthwhile input by the MOH. 

The Strategy lists the following recommcndsd health education priorities: 

1. Strengthen the HEU 
2. Promots community involvcmznt and self-sufficiency. 
3 .  Dsvelop and use appropriats health education technology. 
4. Improve the functioning of extension workers and develop a 

coordinatd outreach system. 
5. Develop an effective school health program. 
6 .  kvslop health education msnpower . 
7. Maximizs the use of traditional health practitioners. 
8. Coordinate health education activities at all levels of the GOS. 
9. Use pilot demonstration projscts in dsveloping new health 

education methodologies. 

The Stratsgy document is a fine initial document, but it neds further 
elaboration to make it an effective planning tool. It is recommended that 
the system for program contsnt design and propossd methodologies bs 
presentd in greater depth and that the issue of long-range planning and 
psrsonnsl requirements k addressed and rslatsd intimately to the declared 
priorities. 

An imprtant issue for the strategy document is the long-range personnsl 
neds of the HEU. A fiveyear health education plan for 1983-1988 was 



developed in early 1983 under Mr. Menouta's su ervision with input from the 
AED Social Scientist, Dr. Green (in the a ! sence of a project health 
educator), and submitted to the MOH. This plan calls for the establishment 
of nine professional posts at the Unit by 1988. These posts arc to be one 
Chief Health Education Officer, four District Health Fducators, and four 
Assistant District Health Educators. ThLs implies that the health educators 
would remain as generalists wlth the abillty to support all HEU program 
activities. ?he present staff are rot specialized and this makes sense given 
that there are so few. If ons person is; absent another person has to be 
able to completely assume their activities. The evaluation team sugges ts 
that the first stage of expansion for the HEU should include the permanent 
presence of a health educator in each of the districts, as calld for in the 
RWBDCP, together with the presence of specialized support staff at the 
central level. Given the limited size of the HEU staff likely for the next 
few years, the field staff are going to be mosi: effective as coordinators 
and motivators of the health r&td activities of the far more numerous 
general community extension workers. ?he specializations should include: 
training, production of educational materials and mass-media programs. A 
proposal for specialization at the central level exists in a previous 
personnel plan presented by Mr. Menouta to the Department of Establishments 
and Training in 1980. ?hat plan also called for the sstablishmsnt of a HEU 
staff of 17 health educator positions. 

The qusstion of what size the HEU should be is a difficult one. From a 
practical point of view, one cannot currently speak of a staff of 17 
professionals given the lack of qualified personnel in Swaziland and the 
time and resources neded to train them. From a planning point of view, it 
is difficult to state the number of professionals rquired without knowing 
the relationship betwsen the number of staff and the output they can 
produce. The productivity information on health education professionals 
will only become available if the HEU institutes a careful self-evaluation 
program with accurate measurement of time spent p r  activity, the numkr of 
targeted clients reached per activity, and some idea of the effectiveness in 
reaching behavior modification goals per actid ty . If such an evaluation 
program wa-e to bs instituted in the near futurz, by 1988, the time for the 
next Five-Ysar Plan, the HEU would be in a vsry good position to gauge the 
personnel needs of the organization. 'Ihe evaluation team recommends that 
such an intcrnal evaluation be designed by the staff of the HEU by the end 
of 1984. This would allow the new CHEO the opportunity to take part in the 
evaluation design and implementation. 

The project contract calls for detailed HEU activity implementation plans to 
bs drawn up annually. The specifisd National Health Education Plan is not 
requirscl until the fourth year, 1984-1985. Although the nations1 plan is 
specifisd in the contract, it should be noted that it is not a requirement 
by the Ministry. The official plan already exists for the 1983-1988 period. 

'Ihese project requirements for plans are examples of the difficulties posd 
by the contract for the project Health Educator. Annual implementation 
plans for the HEU ars the prsrogative of the acting director, Mr. Msnouta. 
A t  this point, Dr. Hoff should only be held responsible for the 
implemsntation plans for the RWBIXP health education activities. If in fact 



the Health Educator had been the director of the HEU, the preparation of a 
national health education plan would have been a very understandable part of 
his responsibilities. In his actual role as advisor, preparation of a 
national plan could be seen as a presumptuous act. It is to be hoped that 
by the time the national plan is required by the contract that the climate 
of cooperation is such that the resulting plan will be s2en to be an 
official expressi.on of the ~bjectives of the entire HEU and not a ninority 
opinion of the RWRDCP Technical Advisor. 

5.4.6 Institutional Developmsnt, Health Education Unit 

?he contract states that the project provides technical assistance to 
upgrade and institutionalize an existing Health Education Unit within the 
MOH. ?his unit is to function as a distinct administrative entity, sewing 
the Ministry as a whole, other ministries and the private sector. 

Official recognition of mits and positions in the GOS occurs through 
publication in the Swaziland Government Establishment Register each year by 
the Directorate of Personnel Management, Off ice of the Prime Minister. 
Requests for the establishment of positions are made to the Depa: "wnt of 
Establishments and Training (Dm). If the rquest meets their stringent 
criteria for demonstrated need, detailed job description and certified 
source of funding, the request is then sent to the Ministry of Economic 
Planninp, for approval. 

The cuyrent Register, at the time of the evaluation, was that for the 
financial yerr 1983-1984. ?he Health Education Unit does not appear in the 
Register. Instead one finds the positions of assistant health engineer, 
three nurse-cducators, one secretary and one driver appearing under ths 
Rural Water Borne Disease Control Project. ?he creation of these posts 
under the RWBDCP was due to the wording on the requesting memorandum sent to 
the DET by the MOH in 1981. 

Partial official recognition is given to a unit hen it is issud a 
Responsibility Number. ?he unit did receive this nmkr during financial 
year 1981-1982. However, it was withdrawn during 1982-1983, most probably 
because the unit did not appear in the Register. ?he numbir was restored 
for the 1983-1984 financial year but if the MOH does not move to fully 
establish the HEU this fiscal year, there is nothing to say that the 
Responsiblity Number will not again bi! taken away. 

?he GOS was required by the Project Agreement to establish the following 
posts in the HEU: a Director, two Nurse-Educators, four District Health 
Educators, a typist, and a driver. 'Ihsrs is no rationalization given in the 
PP or the contract for why this particular number of positions was chosen, 
although it may have been determined by the numkr of candidates available 
for training at the time for the central level positions and the perceived 
need to get field personnel permanently situated in each of the four 
districts. A t  the time of the evaluation, the Director's position was not 
established, it was still listed as a Nurse-Educator position. ?he two 
other Nurse-Educator positions had ken established as had the driver and 
typist positions. ?he four District Health Educator positions had not been 
established. According to the Project Paper, the Director ' s position should 



have been established by October 1981; the four D l Z  positions by October 
1983. A meeting was held at the DET on November 16, 1983, t o  discuss the 
status of the unestabll-shed positions. Present were senior members of the 
DET, MOH, and the acting director of the HEU. It was evident that the MOH 
has t o  begin the est~dAishment process fo r  the HEU positions again. The MOH 
has significant decisions t o  make about the s t ruct~tre  of the unit and the 
grades t o  be assigned t o  each established position. Sane items were agreed 
upon at the meeting: 

- the unit  is t o  be established as the Health Education Unit and not 
the Health Education Centre; - the uni t ' s  director is t o  have the t i t l e  Chief Health Education 
Officer and not Director; and - the Nurse-Educator position is t o  reclassified as  a Health 
Educator position. 

The MOH will redraft and submit the required Job Analysis and Evaluation 
Forms t o  the DET by the end of 1983. The MOH is concerned about the 
viabi l i ty  of a wit containing seven professionals because of the perceived 
lack of opportunities it presents for  career advancwnt. Another concern 
is the e s t a b l i s h n t  of the grade for  a position based on the qualifications 
of the present i n c ~ h e n t s  rather than on the h c t i o n a l  requirements of the 
job. Future holders of the position dgki: not have the same professional 
background yet be qualified for  the post but not the grade. 

In surrrmary, for  t h i s  facet of inst i tut ional  development, progress has been 
below that which should have occurred at  th is  stage of the project. It is 
t o  be hoped that  t h i s  situation w i l l  be resolved by December 31, 1983. 

The acada ic  training phase of institutionalization development was t o  
cons is t of: - training of the CHEO t o  the blaster's Degree level i n  Health 

Education - training of the HE'S t o  the Diploma level in Health Education - training of the Graphic Artist 

The CHEO designate was not able t o  qualify for a Master's program, and i s  a t  
present completing a Bachelor's program i n  Health Education at  Southern 
I l l inois  University. She had previously received a Diploma i n  Health 
Education at  the University of Ibadan, in Nigeria. That training was funded 
by the World Health Organization and not by the RWBDCP. Similarly, the two 
other Nurse-Educators were also trained in Nigeria with World Health 
Organization h d i n g .  The Graphic Artist is just  about t o  complete a 
one-year program i n  Visual C o m i c a t i o n s  a t  Indiana University and w i l l  
return t o  the HEU i n  December 1983. This position did not need t o  be 
established as  it already existed i n  the MOH before the contract started. 

The change in training plans for the CHEQ designate has affected that  part 
of institutionalization characterized by the counterpart training phase. 
The CHEO designate l e f t  for  training before the arr ival  of the present 
RWBDCP Health Educator, and it is expected that she w i l l  return a f t e r  the 
project Health Educator has completed his existing contract. It is 
considered unlikely that  any significant counterpart training took p lme 



during the tenure of the first project Health Educator. ?he recommendation 
is made that, if major progress is made in the health education component of 
the KWBIICP and in the institutionallzation of its programs into the Health 
Education UnLt, the contract of the Project Health Educator be extended to 
provide at least six-months of overlap with the new HEU director. 

An issw that requires clarification befors the return of the CHEO is that 
of the line of authority from the CHEO upwards. Before the move of the 
health education group to the new building, it was accepted that the unit 
was officially under the PHU ar~d thus under the authority of the Matron. 
Since the HEU has not officially been established, legally the unit is still 
presumably under the PHU's direction. ?he observation of the evaluation team 
is that, de facto, sinca the physical separation of the unit from the PHU in 
1981, the direct line of authority has been from the Acting Director, Mr. 
Menouta, to the Dirsctor of Mdical Services. ?he fact that the public 
health nurse plays an important role in the community as far as the health 
education programs are concerned does not mandate that the HEU remains part 
of the PHU. The PHN is only one of the persons whose activities in ths 
health education programs will have to be coordinated by the health 
educators. ?he HEU will have more status as a separate unit with resulting 
beneficial effects on morale, esprit-ds-corps and visibility on the national 
scene. 

Dus to the murky situation over who had the right to direct the Health 
Education Unit, it cannot be said that the activities of the KWBDCP have 
ken fully integrated into those of the HEU. ?he morale of the 
Nurse-Educators is vsry low dus to the lack of recognition for thsir 
training as Health Educators which should have resulted in merit increases 
in salary and the lack of establishment of their positions as Health 
Educators. Perceiving the friction that has sometimes occurrd over the 
directorship, they have chosen to give thsir loyalty to Mr. Menouta with a 
resulting distrust of the motives of the AED Health Educator. ?his has 
sometimes been expressed as a reluctance to participate in activities 
clearly under Dr. Hoff's initiative or control. As a result of the 
clarification of Dr. Hoff's responsibilities by Mr. Menouta, it is fully 
expected that past difficulties will be forgotten and that the activities 
and contributions resulting from those activitiss will be fully ictegrated 
into those of the Health Education Unit. When full integration oc~~rs, full 
institutionalization of RWBDCP activities and methodologies is expected to 
result . 
5.4.7 - Health Education Recommendat ions 

o That the MOH establishes the positions of LMef Health Education 
Officer, Health Educator (21, and Distrir'- Health Education 
Officer ( 4 )  by March 1984. 

o That the advisory role of the Am Health Educator Technical 
Adviser be accepted and that the Acting Director of the HEU 
defines his responsibilities within the Unit. 



o That the health education activities of the RW13DCP be fully 
integrated into the plans and programs of the HEU by December, 
1983. @ - 

o 'That greater use be made of the KAP and other social-science 
outputs in the content, design and strategies of the health 
education component, i . e. 9 beliefs, valrxs about disease, 
community mobilization, women's groups. Q 

o R a t  different health education content and strate ies be produced 7 for traditional clients and early-adopter clients as described in 
the KAP study report ).  

o ?hat a protocol for the longitudinal evaluation of target lxhnvior 
changes k completed by the end of February 1984. 'fie 
longitudinal evaluation protocol should h completsd by Fsbruary, 
1984. 

a 'Ihat the second KAP study bs replaced by the longitudinal 
evaluation process. 

@ 
o ?hat Nurses and Doctors who intsract with the traditional health 

practitione;~ should receive special training in cross-cultural 
rslations in support of the MOH and RWBDCP policies of developing 
cooperativs relationships with the traditional health sector. 

o ?hat the health education stratsgy plan be devslopd in mors depth e 
and detail and that it: examine long-range planning and personnel 
rsquirements; the final version of the strategy is not due until 
1985. 

o 'Ihat the project contract officially notes changes in 
circumstances on contract outputs by January 1984, i .e., 

Output #3 (p. 7): replace "Fortytwo health assistantsn by 
"All Health Assistants". 

Output #I1 (p. 8): replace Three-hundred twelvs community 
health workers" by "All community health workers". Rsmove 
bracketed list. 

o That any efforts toward a school health program bs first directed 
towards the evaluation of the existing published environment a1 
health curriculum, for primary schools. 

o ?hat the AED Health Mucator Technical Advisor encourage the 
increased participation of the HEU Health Educators in the 
Diarsheal D!.ssase Control Campaign mass-media efforts . 



o That the Assistant Health kvclopmenlr Officer, Mrs. L. Lankenau, 
k assigned b kcembsr, 1383 ro  closely monitor the progress of 
the health ducation componcrlt of the RWBDCP during the period 
Ikcembsr 1983 through Apr ll. 1984, 

o That early completion of Lhe Health Education Technical Advisor's 
contract be considered ii.1 April, 1984 if major progress towards 
stated objectiv~s has not ken made by March 31, 1984. 

o That in the event of major progress in the hcalth education 
component and with evidence 0.: the institutionalization of RWBDCP 
programs into the HEU and with the return of the Chief Health 
Ed~~cation Officer designate by mid-1984, that the contract of the 
Health Education Technical Adviser k extended until the end of 
the project or February 1986, whichever comes sooner ( a  maximum 
extension of twzlve months) to allow an eighteen-mmth ovsrlap of 
advi sorship . 



CHAPTER6 
PURPOSE: PROGRESS TOWARD m-OF-PROJECT 

STA'IUS CX3NDITIONS 

The purpose of this project 1s  t o  expand the capacity of the Government of 
Swaziland t o  deliver effective preventive health services t o  combat diseases 
related t o  water and poor sanitation. 

of Asstnnptions i n  the Logical kamework for  Achieving - the 
-0 -Project Status (EOPS) Conditions 

The EOPS conditions for  this project, as  l i s t ed  i n  the contract, are: 

!he Mronmenta l  Sanitation (Health Inspectorate) and Health 
Education Units of the Ministry of Health w i l l  be staffed with 
trained personnel; the units w i l l  be equipped and functioning w e l l .  

The Rural Water Supply Board w i l l  be functioning t o  revlew a l l  
water construction works designed from the health perspective. 

Eighty percent (80%) of the sanitation f ield workers of the MOH 
w i l l  be actively involved in  the motivation, supervision, and 
training of rural  people in t h e  construction, maintenance, and 
proper ut i l izat ion of improved pit-1a.trines. 

Relevant health and water education messages w i l l  be reaching 60 
percent of the rural  populatior. on a continuing basis. The Health 
Education Unit w i l l  be capable of determining cormrmnity needs and 
translating this information into a practical effective health 
education program. The Unit w i l l  be capable of evaluating program 
contents as well as  co~~lrmrnication techniques t o  ensure continued 
relevance of the program t o  the needs of the people. 

Health c r i t e r i a  will be incorporated into the design of water 
systems, d m ,  reservoirs, fishponds, irrigation schemes, and 
other m j o r  water works. The project-trained Swazi public health 
engineer w i l l  be serving as an advisor t o  the Rural Water Supply 
Board t o  ensure that health c r i t e r i a  developed during the project 
are  applied t o  the design and construction of water-related 
act ivi t ies.  

Data generated by the schistosomiasis survey w i l l  be used in 
set t ing pr ior i t ies  for  the COS health education, sanitation, and 
water supply programs. 

The important assumptions for  these EDPS conditions, l i s ted  i n  the Project 
Paper, are: 

(1) that there are no cultural factors beyond the scope of the project 
tkt w i l l  inhibit  the of improvement of (water and sanitation 
related behavior; 



(2) that the water supply program will continue at at least the 
current rate of implementation; 

(3)  that the GOS will continw ths Rural Health Motivator and Health 
Assistant programs; 

(4 )  that the KAP study results will be ussful in determining 
appropriate health education content; 

(5) that the GOS will establish the required posts; 

(6) that trainees will return to work in positions for which trained; 

(7) that health education and sanitation activities are a high 
priority of the MOH; 

(8) that qualified candidates will be available for engineering 
training; and 

(9) that the GOS will use the rssults of the schistosomiasis survey to 
plan future control programs. 

All of these assumptions are not still valid for this project. 

Assumption (21, while valid now, has the potential of becoming invalid in 
the near future. ?he ability of the Rural Water Supply Board to construct 
water supplies msans nothing if there is a 12-18 month cessation in 
activities d m  to the loss of funding from foreign donors. 'he immsdiate 
effect of a loss of funding by the RWSB would most probably be cancellation 
of the public health engineering position. It is unlikely that another 
ministry or agency would be willing to establish the position within the 
lifetime of the RWBDCP. 

The immediate impact of the cessation of construction of new water supplies 
on t'x health education and sanitation components is unlikdy to bs 
catastrophic. ?he latent demand for latrines is most probably strong snough 
to keep the sanitation component busy until the end of the project, and 
there are most probably SUE icient com~rmnities already with water in need of 
health education input to keep that component busy till the end of the 
project. Evidence from other countriss and the results of the Hhohho 
District water-supply study suggest that there is a positive relationship 
between the introduction of water-supply and the adoption of hygienic and 
sanitary behavior. If' the consrruction of new rural water supplies was to bs 
terminated for several years, one would expect to see a diminution in the 
effectiveness of the sanitation and health education programs in the! rural 
areas. 

Assumption (51, about the establishment of posts, is still questionable at 
the time of the waluatian; 6 to 10 positions have not ken officially 
established. This lack of establishmsnt has csrtainly hampered the progress 
of the health education component. If the HEU positions ,.ire not in fact 
establish4 in 1984, the HEU will continw to function at soms lewl but the 
viability of a national health educatioi~ program of significance would be 



unlikely. As far as the fWEiDCP is concerned, without establishment of the 
unit and the requested positions, it is very unlikely that the RWBDCP 
programs would become institutionalized. The health education activities 
could return to the direct supervision of the Public Health Unit and an 
uncertain fate. In the past when placed in the PHU it was difficult for the 
health education activities to maintain continuity and momentum because 
personnel would be taken out of health education and returned to nursing 
activities when the PHU directors thought it to be necessary. Failure to 
establish the unit would be very detrimental to the progress of the project 
and would bs grounds for considering its termination. 

Assumption (81, on the availability of qualified engineering candidates for 
the public health engineering position, will be invalid if the present 
candidate resigns. There are no alternative candidates who could be 
prepared for the position within the time limits of the project, inasmuch 
as on-the-job training and academic training would have to be completed by 
mid-1985. However, it would still be feasible for the RWSB to choose another 
candidate from the 1984 group of returning engineers and complete training 
by 1986 or 1987. The RWSB also has the option of training one of its 
engineers already on board. The RWSB Chief Engineer das appear to be 
committed to the establishment of this position, but if the position wcre 
not thsre by the time his contract is up, it is quite liksly that the 
position would be lost. The impact of not having a public health engineer 
in the GOS will be the continued design of health-risk-producing development 
project but it is not clear that that threat is of sufficiently grave 
concern to the GOS for it to push for the establishment of the public health 
engineering position. 

Ons important assum tion that was implicitly made in the project paper's R Logical Framework, t ough not formally stated, was that the project's Health 
Education Technical Adviser was going to assume the directorship of the 
Health Education Unit with concomitant control over its resources and the 
ability to institute policy on planning, implementation, evaluation, 
national strategy, and Unit objectives. The Unit's director did not leave 
as expectsd by 1981, and is expectsd to continue in that role until 
December, 1985, unless the return of the Chief Health Education Officer 
dssignate precdes that date. 'Ihus the basic assumption is invalid which 
has a significant impact on ths quality of institutionalization and 
institutional capabilities that may result by the end of the project. 'Ihe 
Health Eklucator is in a purely advisory role and in having to negotiate for 
the use of the Unit's resources to complete contracted activities. ?his 
change in major assumptions has to be taken into account when evaluating the 
progress of the project. 

The evaluation team is willing to accept the continuing feasibility of the 
EOPS conditions. 

6.2 Project Extensions or Reductions 

The Scope-of-Work called for the evaluation team to review the progress made 
by contractor personnel and to make recommendations, as appropriats, for 
extensions or reductions in the periods of technical assistance required to 
achieve project objectives. 



'ke recommendations are summarized here by position. ?he full support for 
these rscommendations are to be fotmd in the relevant program component 

in Chapter 5, PROJECT OUTPUTS. reports 

a) 

b) 

c 1 

dl 

Environmental Sanitarian - neither extension nor reduction in 
service recommended; contract to end 6/84. 

Epidemiologist - extension of one year recommended for further 
institutionalization of the Bilharzia Control Unit and to 
institut:ionalize the diarrheal disease survsy. 

Public Ii2al th Engineer - extension recommendsd only if counterpart 
goes for out-oC-country academic training and there is an 
opportunity for a period of on-thejob training after the 
counterpart ' s return until the expected projsct completion date of 
February 28, 1986. If it is not possible to fulfill the 
counterpart-training rquirement either academic or on-the- job, a 
reduction of senrice may be warranted. 

Health Educator - extsnsion until February 28, 1986 is recommended 
if the Chief Health Education Officer returns by mid-1985 and 
assumes the directorship of the Health Education Unit AND a11 the 
contracted HEJJ positions have been established and filled AND 
institutionalization of water and sanitation relatsd programs haw 
taken place AM) contract requirements for health education outputs 
have ken fully met according to contract schedule. Recluction in 
service may be warranted if agreed upon targets are not reached by 
March 31, 1984. 

In a11 positions, the primary argument for extension would be to increase 
the degres of institutionalization achieved by the end of project. 



PROJE(;T GOALS AND BENEFICIARIES 

7.1 Project Goals 

The ultimate goal of this project is to improve health conditions in 
Swaziland, specifically in the areas of mortality and morbidity of water- 
and sanitation-related diseases; the inrmediate goal of this project is to 
improve the sanitation, water-use, and water-protection habits of the rural 
population. While supporting activities such as latrine construction, 
public health engineering, schistosomiasis surveillance, and the promotion 
of oral rehydration therapy are included in the project, the major emphsis 
is the adoption by individuals of health-promoting behavior. The supporting 
services are seen as necessary reinforcements to the health education 
objectives. 

The project has not progressed sufficiently for the evaluation team to 
observe or predict the impacts it will have on the health status of the 
target population or on their adoption of health-promoting behavior. The 
preliminary evaluation of radio programs on d jarrhea1 disease prevent ion and 
control that have been broadcast for close to a year indicates that these 
well planned and executed messages are reaching a high percentage of the 
target population. Whether this reception of the messages will translate 
into the desired behavior changes will have to be seen after future 
evaluation results have been collected. 

A major goal of this project is institutionalization of skills and programs, 
specifically : 

- development of plannhg , implementation, and evaluation skills for 
health education programs - development of cormmrnity mobilization skills among primary health 
care workers and other c m i t y  development agents - development of public health engineering skills and 
institutionalization of the profession w i t h i n  the COS - development of management and other professional skills at the 
Bilharzia Control Unit and the institutionalization of 
surveillance programs - development of the technical and carrnmrnity mobilization skills of 
the Health Inspectorate with respect to the delivery of sanitation 
and water supply facilities 

The evaluation team feels that successful institutionalization is occurring 
and will continue to occur albeit in ways not seen by the project planners. 

In the area of sanitation, the Sanitarian Technical Ahrlser has been 
successful in transmitting technological information and has created a 
demand for continual technological updating and expansion of knowledge. 
Through his managerial skills, he has demonstrated the values of those 
skills and the institution now is demanding the establishment of a position 
to continue that input. The evaluatim team feels that the technical 



assistance in this project companent will have a lasting effect after the 
technical assistance has been withdrawn. 

Xn the area of public health engineering, at first sight, it appears as if 
institutionalization is threatened: the postion has not been established at 
the MOH as planned and there Is some doubt as to the training of the 
engineer designate. However, it is obvious that the Public Health Enginesr 
Technical Advisor, through his practice of professional expertise, has 
created a demand for those skills to the extent that another ministry, the 
MOW, is willing to sacrifice an existing position in order to convert it 
into the public health engineer position. It is thus very likely that the 
position will be established in a appreciative milieu, and that the demand 
for services will continue to grow within other units of the GOS. Even if 
the Technical Advisor wsre to be withdrawn today, one senses that the 
position would still be established. With the continued presence of the 
Adviser for at least one more yca.;, the tsam feels that significant furthar 
institutionalization will occur. 

In the area of ~pidemiology, significant progress has been made in 
devdoping the skills of the relevant institution and requssts made to the 
tsam for the extended stay of the Epidemiologist Technical Advisor by the 
institution's senior personnel indicate that the developments will remain 
a£ ter the close of the projsct . 
The evaluation team made the following obser~ation about the process of 
institutionalization with respect to this project. Insti+utionalization 
occurs as a result af the GOS clients seeing the value of the activities and 
skills of the project's Technical Advisors. COS psrsonnel, by observing, 
evaluating and appreciating these inputs, express the ned for continuing 
these inputs and 6c;tablishing them withLn the structure of the GOS. Tne 
project has demonstrated this in the cases of the social scientist, 
sanitarian, epidemiologist and public health engineering inputs. It is in 
the light of this observation that the evaluation team recommsnds that the 
Health J2lucation Technical Advisor be permitted the time remaining in his 
contract to demonstrate his skills in the field with the full expectation 
that as a result of his efforts successful institutionalization will follow 
in the health education component. 

7.2 Project fjenef iciaries 

The direct beneficiaries of the project will be mainly the rural residents 
who adopt changes om health-related behavior. Women are the primary target 
since thsy are responsible for child care and ducation, most water- and 
fmd-related tasks, household maintenance, and the health of the family. If 
simple changes in household practices are adopted, together with the propsr 
use of sanitation facilities, one can sxpect that these rural residents will 
benefit from a reduction in child mortality and diarrhsal and parasitic- 
based morbidity . 
Other direct beneficiaries are those receiving academic or in-service 
training. Extension workers receiving training in communications and 
community mobilization skills will use those skills to help meet the nseds 
of communities, which then become the cscondary beneficiaries. 



'Ihe Government stands to benefit from the development of existing programs 
and institutions and from the Lmprwemsnts in the skills of officials at all 
levels of government. ?he Government also benefits from the introduction of 
such resources as the Health Education Unit building, physical improvements 
to the Bilharzia Control Unit, vehicles, and other material inputs. 

7.3 Unplanned Effects 

No unplinnned effects of significance have been noted. 



CONCLUSIONS 

8.1 General Findings 

o Technical assistance has been of generally good quality with 
superior back up support from the home office i n  Washington, D. C. 

o Progress is being fmde i n  institutionalization albeit  i n  a manner , 
not in s t r i c t  accordance with the contract. Institutionalization 
is occurring as  a result  of the Technical Advisors demonstrating 
the value of thei r  skills and input t o  COS clients  working with 
them. The component that has made the least progress is the 
health education cw~onent  due t o  the problems over control of the 
Health Education Unit and an ensuing estrangemnt of t ! ~  project 
from the already ongoing U n i t  ac t iv i t ies .  The evaluation team 
expects that f u l l  integration w i l l  occur by t end of the 
technical assistance input. 

o Scarcity of qualified personnel is a major problem for  the 
Government; capable people are  quickly placed in senior 
administrative posit  ions and barely- trained people are given l i ne  
responsibilit ies more f i t  for  individuals with considerable 
professional. experience. This creates problems for Technical 
Advisors who are required t o  train counterparts t o  the extent 
that,  on departure of the TA, the counterpart has the experience 
and ab i l i ty  t o  ful ly  replace the TA. ?he project addresses the 
scarcity problem through its financing of academic and in-service 
training. 

o FYogress is being made towards the attainment of the End-of- 
Project-Status conditions specified in the project contract. 
Progress has not been equal i n  a l l  project components. Placing 
the project components by order of achievement thus far .  
Following are: 

1. Social science 
2. Epidemiology 
3. Sanitation 
4. Public health engineering 
5. Health education 

o Despite the changes i n  conditions that ' occurred between the 
signing of the contract and the actual implementation of f i e ld  
activities, the wording in the contract has never been revised in 
any manner. A l l  existing amendments t o  the contract deal solely 
with changes i n  project h d i n g .  Thus the scope-of-work document 
delivered t o  the evaluation team requested the examination of 
objectives that  had been achowledged by the project team and 
USAID Mission t o  be inappropriate since the s t a r t  of the project 
i n  1981. The evaluation team found on file a t  the USAU) Mission 



copies of internal agency memoranda, dated October 27, 1981, 
dealing with the deficiencies in the AED-USAID contract and 
recommending the changes that needed to be made in the contract 
wording. One of the memorandum authors notes that the 
recommendations had been pencilla in on a personal copy of the 
contract. A copy of the pencilled-in version was on file but 
since the uncorrected outputs ar ld workplan activities were st ill 
mentioned on the evaluation team's OTD document, it appears that 
the recommended correct ions were never or£ icially responded to or 
acted upon. 

Further evidence of poor contract preparation is the fact that the 
contractor, AED, has been justified in requesting substantial 
increases in the project budget to cover the cost of activities 
spcified clearly in the contract yet not contained within the 
contract's original AED disbursement Ltdget, i .e., latrine 
construction, both KAP studies, and mass-mzdia campaigns. Givm 
the number of contracts that USAU) has prepard, it is surprising 
to the evaluation tem that such majot errors should have occurred. 

o The evaluation team found that all activities of the Rural Water 
Borne Disease Control Project fall within the scope of wark of the 
contract and are in harmony with the intended purpose of the 
project . 

8.2 Key Concerns 

o Establishment of the Health Education Unit positions, especially 
those of District Health Educators. With the limitd manpcr 
available now, it i s  hard to sse how the Unit can have the impact 
on public health in Swaziland that the Ministry of Health calls 
for in the latest national health policy documsnt. Limited 
personnel and low morale pose problems for the implementation of 
the RWBDCP health education activities, as well as all other 
health education inputs. 

o ?he disagreement over the directorship of the HEU was unfortunate 
and has left a legacy of mistrust. Dr. Hoff and Mr. Menouta 
appear to have a good personal and working relationship and it is 
hoped that past events can be laid to rest and that a relax4 and 
fully cooperative environment continues to emerge as the project 
activities are integrated into the Unit's programs and Dr. Hoff's 
inputs are appreciated without exception. 

o ?he training for the public health engineering post is a concern. 
If the present candidate were to leave the Rural Water Supply 
Board or decline the post in favor of some other engineering 
position, it is very unlikely that a new candidate could be found 
whose schsdule for training would fit in with that of the 
project. 

o Continuation of the projsct. It was evident during the projsct 
evaluation that there was USAID Mission concern for the viability 



and ultimate achiavaents of the project given the rather 
substantial constraints it has faced, especially in the area of 
health education, acknowledged to be the key component of the 
project. It should be emphasized, however, that this project 
represents a major effort by the Government of Swaziland to meet 
its declared major priorities for the development of the health 
sector. The National Health Policy states (page 13) that among 
its major priorities are: 

- to develop health education programs focusing on the 
major health problems - to promute the develop~laent of clew water supplies and 
basic sanitation - to develop mechanisms for grass-roots participation in 
the planning and implementation of health programs. 

The evaluation team's concern is that the potential of this 
project to help achieve the Government's objectives m y  be 
mioiudged or underestimated at this time. n.le team feels that in 
the light of certain changes that are expected to take place aver 
the next six-months, it would be unfortunate to consider the early 
termination of this project now. 



9.1 Public Health Engineeriq Component 

9.1.1 Reconmendations for  AED 

o Sel.ect c r i t e r i a  for choosing major water resource development 
p r ~ j e c t s  for public health engineering review - and based on 
the evaluation and impact analyseb required of donors for  proposed 
projects, begin review of a l l  major projects by February 1984. 

9.1.2 Reconmendations for  AED and AID 

o Delay decislon about graduate level training un t i l  the present 
candidate, M. S. Zwane, has had at  leas t  one year of on-the-job 
training and has proven himself sufficiently qualified and 
motivated. The project should be prepared not t o  implement tlds 
training aspect of the project i f  the present candidate resigns o r  
is not considered to be appropriate. If there is no suitable 
candidate for  graduate training by June 1984 do not implement 
training. 

o Depending upon the progress of the public health engineer 
counterpart situation, delay m y  decision regarding extension o r  
possible early completion of Dr. Hoadley's contract. If the 
training aspect proceeds successfully, then extending 
Dr. Hoadley's contract unt i l  M r .  Zwane's return may be justified. 
If not, possible early completion may be warranted. 

9.2 Epiclemiology Component 

9.2.1 Schistosomiasis 

Recomnendations for  AID and AED 

o Extend stay of Technical Advisor for  one year t o  September 1985. 
This decision to  be made by January 1984. 

Recommendations for  AED 

o Send Ms. Nxmalo, the BCU Director, fur  management training to the 
Swaziland Ins t i tu te  of Management and Public Administration i n  
early 1984, 

o Surveillance for  a l l  the schools in the northern law-veld for  both 
S. haematobiurn infection and S. mansoni infection, with - 
appropriate treatment follow-up, t o  6 e  completed by March 1984. 



o Continue schistosamiasis surveillance in Swaziland using prlmary 
and secondary s c b l a  as a basis for  sampling. Use these data t o  
analyze ixends in the prevalence of infection. 

o Dr. Chaine should proraote greater exchanges among BCU, Public 
Health Ehgineering, and the Health Education components of the 
RWBDCP. , 

o Complete report on National Survey of the other intest inal  
parasite infections by February 1984. 

Reconnnendations fo r  AID 

o USAID should provide funds for  the purchase of metrifonate and 
praziquantel, reagent s t r ips  for  detecting blood and protein i n  
the urine, additional membrane f i l t e r  equipment, stool specimen 
processing equipment, laboratory glassware and reagents. 

Recooomendation for  the MOII 

o Improvements i n  data management and analysis are ,badly needed. 
Both hardware and s o h a r e  computing is required. (An HP41CV with 
appropriate attachments would be a low cost initial alternative). 
A small microcomputer with interface capability w i t h  the MOH 
computer is w r y  desirable. The MX should supply the computer as  
early in 1984 as possible. 

9.2.2 Marrheal Disease 

Recoranendations for  the MOH 

o Develop the diarrheal surveillance study as an integral 
epidemiological component of the Public Health Unit or Public 
Health Laboratory by the MQH. 

o For data procc ssing hardware and software support should be 
planned for  now. I%ogramming is urgently needed and should be 
provided by the MOH. Du the pi lo t  phase, data analysis needs 
will require a responsivcf"d"ystem capable of providing preliminary 
t a b u l a t h s  necessary fo r  planning- and evalwtion of - the study 
design. Potenttally, this  can 'be provided by MCH Sta t i s t i cs  
Unit. However, the data generated by f ie ld  act iv i t ies  w i l l  soon 
surpass this capability. 

Recomnendations for  AED 

o Study size for  the diarrheal disease survey (the number of 
hawsteads that must be included for  weekly surveillance) must be 
assessed by January 1984 by Dr. Chaine. I Ihis is necessary for  
purposes of study design and t o  assure that there are sufficient  
data for  a) estimating rates, b) maMng comparisons between 
different rura l  d i s t r i c t s ,  and c) identifying diarrheal disease 
and mortality r i sk  factors. , . - - 



9.3 Sanitation Cbpmmt  

9.3.1 Recammendations for  the MMI 

o lhe recomnendatiom of the ,Phillips report should be evaluated 
and, where appropriate, action taken by the MOH on these recom- 
mendations. 

9.3.2 Recannnandations for  AID 

o Delete from the contract the "demonstration pit-latrine" and 
"sanitation c d t t e e s "  concept and objectives by January 1W4, as 
they are no longer appropriate t o  the project. 

9.3.3. Recomnendations for  AED 

o As a follow-up t o  the pi t- latr ine construction act iv i ty  and t o  
provide a method of evaluating its success, one-year follow-up 
homestead visits by Health Assistants are recommended. The p i t  ' 

la t r ine  evaluation protocol should be cumpleted by January, 1984 
by Mr. Lawrence. 

o lhere is the potential for  a public health c r i s i s  in the 
peri-urban area. Currently, people livlti in these areaa may not 
have access t o  potable water and, for the most part, not have 
latrines. Accordingly, development of a pi lo t  project, private 
sector, pi t- latr ine c & s t r u c t i o ~  strategy, coordinated through the 
Tuwn Councils' Health Inspectorates and the Water and Sewerage 
Board is reconmended t o  -be completed by March, 1984 by d. 
Lawrence. 

9 -4 %ilth Education Component - 
9.4.1 Reconmendations for  AID and AED 

o That th r  advisory role of the AED Health Educator Technical 
Advisor be accepted and that the Acting Director of the HEU define 
his responsibilit ies within the Unit. 

9.4.2 Recorawmdations for  the MOH 

o That the MOW establish the positions of W e f  Ikal th  Education 
Officer, Health Educator (2), and Distr ict  Health Education 
Officer (4) by March 1984. 

o l'bat the health education act iv i t ies  csf th? RWBDCP be ful ly 
integrated into fhe plans and programs of the HL.3 by December 1933. 



9.4.3 Recomnendations for AED 

o That a protocol for the longitudinal evaluation of target behavior 
changes be completed by the end of February 1984 by Dr. Hoff. 

o ?hat the second KAP study be replaced by the longitudinal 
evaluation process. ?he decision should be made by AED, 
Wash-ton, D.C. by February 1984. 

o If major progrem is made in the health education component and if 
there is evidence of the institutionalization of RWBDCP programs 
in the HEU, the contract of the Health Education Technical 
Advisor should be extended by AED until the end of the project or 
February 1986 (whichever comes sooner with a maximum extension of 
one year). With the return of the Chief Health Education 
Officer-designate by mid-1985, this would allow at least a 
six-month overlap of advisorship. 

9.4.4 Recomnendations for AID 

o ?hat the USAID project contract officially note changes in 
circumstances on contract outputs by January 1984 i. e. , 

Output #3 (p. 7): replace "Forty-two health assistants" by 
"All Health Assistants .I1 

Output #ll (p. 8) : replace '?hree-hundred twelve cormnunity 
health workers" by "All conamrnity health workers." &move 
bracketed list. 

o 'Ihat the Assistant Health Development Officer, ms. L. Lankenau, 
be assigned by USAID by December 1983 to closely monitor the 
progress of the health education component of the RWBDCY during 
bye period December 1983 throug!! April 1984. 

9.4.5 Recormendations for the MOH 

o ?hat early completion of the Health Education Technical Advisort@ 
contract be considered by the MOH and USAU) in April 1984 if major 
pro ress towards stated objectives has not been made by March 31, 
19 s& . 
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~ C U T I V E  SUMMARY QUESTIONS FOR AID/AFR/DP 
sWAZUANoD RLJRAL, WATER BORNE DISEASE COJYIWL PRlXTECT (645-0087) 

I. What constraints does th is  project attempt t o  overcome? 

This project, which supports existing rura l  water supply efforts  in  
Swaziland, attempts t o  enhance control of water borne diseases and 
institutilonalizes water borne disease control capabilities. 

What technology does this project promote t o  relieve th i s  constraint? 

This project promotes water-and-sanitation health education, low-cost 
pi t- latr ine construction, public health engineering, epidemiology and 
sociology-survey technologies. 

111. What technology does th i s  project attempt t o  replace? 

This project does not attempt t o  replace any existing technology, 
rather it is designed t o  support and enhance exist- govenrment 
programs and t o  add new capabilities t o  Government of Swaziland 
agencies, 

IV. Why do project planners believe that intended beneficiaries w i l l  adopt 
the proposed technology? 

Water borne diseases are a m j o r  cause of morbidity and mortality i n  
the n i ra l  population, particularly i n  infants. "IWs was particularly 
true during the 1981-1982 cholera outbreak which brought a strong 
focus onto water borne disease problems. Currently there is  a strong 
demand by the rural  population for  water supplies and pit- latr ines,  
indeed neither the project nor the government can begin t o  meet this 
demand. 

V. What laracteristics do intended beneficiaries exhibit that  have 
relc ace t o  the i r  adopting the proposed technology? 

Because of the s ize  of the country and the transport systems 
available, there is  relatively good access t o  urban areas and, 
therefore, exposure t o  modern conveniences. 

VI. What adoption rate has th i s  project o r  previous projects achieved i n  
transferring the proposed technology? 

As indicated above, the project cannot meet the current demand fo r  
water supplies (not offered by the project) and p i t  latrines. 

VII. W i l l  the project set i n  notion forces that will induce further 
exploration of the constraints and improvements t o  the technology 
package proposed t o  overcome i t ?  



As part of the institutionalization process, USAID has o r  will have 
provided training to  a health educator, a graphic a r t i s t  for  health 
education, and a public health engineer. In addition, a l l  Technical 
Advisors will have developed counterpart relationships. lhe 
combination of both formal academic and on-the-job training should 
enable the trained individuals t o  continue the programs established 
and/or enhanced during the l i f e  of the project. 

VIII. Do private input supplies have an incentive t o  examine the constraint 
addressed by the project and corn up with solutions? 

This project is designed t o  enhance Ministry of Health functions, 
primarily through institutionalization, therefore, the role of the 
private sector is  limited. The one area for  private sector 
involvement would be i n  the construction and marketing of p i t  la t r ine  
slabs. .A recommendation of the evaluation is that the Health 
Inspectomte attempt t o  promote such involvement t o  meet the growLrlg 
needs of the peri-urban populations. 9 

IX. What delivery system does the project employ t o  transfer the new 
technology t o  intended beneficiaries? 

The delivery systems used include health education via community 
grrxrps, home v i s i t s  and radio programs; improved sanitation via home 
visits by c o m i t y  extension workers; sc5histoscnniasis end water borne 
disease control via epidemiological studies and public health 
engineering input into water resource dsvekopment projects. 



REVMJ OF REPORT ON NATIONAL SURVEY OF SCHISTOSOMIASIS 

Prepared and submitted by the Bilharzia Control Uni~ and 
Dr. ,J.  D. Chaine, Technical Advisor 

Introduction 

This review should be interpreted in the overall context as evidence to 
demonstrate thc institutionalized capacity of the BCU to perform as a 
national parasitology laboratory and service. The overall goal of this 
project was to strengthe, and establish improvements ;In the ability of the 
BCU to provide: 

o Identification of helminthic and protozoan infections in stool and 
urine specimens 

o Maintain routine surveillance of schistosomiasis infection in rural 
Swaziland 

o Ins tigate schis tosomias is treatment and co~trol programs based on 
surveillance results 

o Survey of vector snails 

o Establish the boundaries of schistosomiasis transmissions in 
Swaziland 

o mamine the relationship between water supply, sanitation and 
schistosomiasis 

o Provide guidaxe of MOH planning for schistosomiasis control 

The National Survey of Schistosomiasis was designed within the framework of 
the capabilities of the BCU to be able to continue programs and activities 
after the TA and RWBDCP inputs were terminated. 

NSS Design 

The s u m y  design was developed from the methods the unit had been using for 
routine surveillance of schistosomiasis in the past, i.e., examination of 
school children attending rural primary and secondary schools. In this 
study the following components were added: 

o A random selection of rural schools using appropriate maps 
o Examination of workers at the Big Bend irrigation camps 
o b t i  Basin school and connmrnity survey 
o Engculwlnihomestead study 



Camment: This was a suitable design providing comparable counttywide 
=tee of schistosmlasis prevalence. Moreover, th is  design was within 
the reach o f  the BCU given the approved GOS manpower allotment in the unit,  
RWBDCP goals, and reproducibil.ity by the BCU personnel. 

Parasitology Methods 

Schistosome eggs and other intest inal  paraeitic cysts and ova i n  stools were 
quantified using a modified Richie technique. Schistosome eggs i n  urine 
specimens were identified by sedimentat ion. Srmils and carcariae were 
sampled and identified by standard techniques. 

Coxnent : Identification of schistosoae eggs in the urine should, and can, 
b e a d e d  tr? quantify the number of eggs per 10 ml/urine by the membrane 
filter. A t  the t h  of project start-up, the unit was not capable of 
obtaining, procescsing and examining stool specimens. ?his has been a 
significant contribution as  the identification of - S. mansoni is not possible 
otherwise. 

Results 

3711 individuals were examined for  S. haemcztobim, S. mansoni and intest inal  
parasitic infection. 30.7% of the k i n e  specimens %re positive fo r  - S . 
haemtobim and 26.7% were pas.!-tive for  S. mansoni. Prevalence and 
intensity of infection was found t o  be astributed h high t o  low on a 
north t o  south, middle- t o  low-veld basis. Transmission of schistosomiasis 
has not been found t o  occur i n  the high-veld. 

Interestingly, water supply and sanitation were negatively associated with 
S. haematobium specially among young children. A similar evaluation with S. - - 
mansoni will require additional data. 

1rrigat;ion correlates S. mansoni prevalence was about equal among the adults 
from th endemic Lomatx Basin and the male adult workers from the previously 
i r r i g s ~ e d  studied C.D.C. Estates. 

Results from school studies inside and outside the irrigated areas of the 
C .D. C. Estates showed a higher prevalence of S . haematobim among children 
from non-irrigated areas as  compared t o  childFen from the irrigated C.D.C. 
area. How,.. tr, the dist .  - ; ;. &ion of S. mansoni Mec t ion  was reversed. S. 
haanatobilrm was higher among L .D.C. T i e m r s  than adults living in b 
h t i  Basin. 

B. africanus, the vector for S. haematobim was not found at  B ig  Bend in the - 
m u m r e f o r e ,  transmiss&% m S . t o b i u r n  is not possible. Children 
from nearby non-irrigated areas ha6-40 t o  60% less - S. mansoni than children 
from the B i g  Bend irrigated Estates. 

The opportunity Tor control a t  the large estates is good, however, and the 
marlagant of these concerns have shown clear interest i n  supporthg control 
measures and designing irr igat ion systems that do not promote transmission. 

Conclusion: The irrigated Estates may increase the risk of schistosomiasis 



particularly S . msoni . Control efforts are reasonable and cooperat ion 
between MOH an'd &zoncems has 'been and continws to be productive. 

Irrigation schemes are likely to increase by as much as 400% it: the 
low-veld. Other water resource schemes are being planned or are under 
con~truction. Trends or incidence of schis tosomiasis were not measured by 
chis study. This is not a criticism, but points to the continued need for 
surveillance by the unit. 

Educational input at the schools about schistosomiasis is presently being 
taught. 



APPENDIX D 

LExllB moM PRINCZPAL SECRETARY, MINISTRY OF HEAL1'I-I 
OONCERMNG SUPPORT FOR DXARRHEAL DISEASE SURVEY 
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nlrr Ref: M N / 1 1 5 4  

P.O. Box 5 
MBABANE 

17th November, 1 9 8 3 .  

The Director 
Attention Dr. C. DeBose 
USAID 
P.O. Box 750 
MBABANE 

Dear Sir, 

RURAL WATER BORNE DISEASE PREVENTION 
PROJECT 

Over the duration of the above project there has been 
an increasing emphasis on Diarrhoea1 Disease, as the 
Schistosomiasis Surveys have been completed., 

This change of emphasis ie in keeping with present 
Ministry of Health Policy an<, the Ministry is keen to 
ensure that the current emphasis is maintained and 
strengthened. 

The Ministry's understanding is that the Health 
Advisory Panel Swaziland Rural Water Bcrne Disease Contr.31 
Project reflect the previous emphasis on schistosorniasis. 
The Ministry requests that, in order to make the 
greatest use of the resources of this project and its 
emphasis on Dia. . loeal Illness, this panel should 
reflect the current concerns both of the Ministry and 
the Project. This the Ministry considers could strengthen 
the resources of the project. 

The Ministry hopes that such a request is considered 
. . .  f avourably . . - 



SURVEILLANCE 

It is proposed that a study of 180 low-veld homesteads be undertaken to 
gather information about diarrheal diseases in the low-veld. The homesteads 
will be visited weekly by Rural Health Motivators who will log any diarrhw 
episodes amang family members. Young babies will be weighed monthly and 
growth curve8 maintained. Information collected will tlm be used to 
supplement Ainic based data to determine seasonal variations and provide 
baseline data necessary for a rat Lonal pcllicy formulation for diarrheal 
diseases prevention programs. 

Objective 

The objective of the proposed program of surveillance of diarrheal diseases 
in the low-veld is to establish the nature and extent of diarrheal diseases 
in the low-veld of Swaziland and to define those cgntributory factors 
related to diarrheal diseases. The surveillance activities, focused at the 
homestead level, will khereby supplement the current clinic-based records. 
The study will provide baseline data on the incidence of diarrheal diseases, 
establish current irifant mortality rates and the impact of diarrhea on this 
infant mortality rate. It will determine the seasonal variation in 
diarrheal diseases and establish the high risk age group of the low-veld. 

The data collected will provide the basis for rational policy formulation, 
health planning and design of diarrhea prevention and control programs. The 
baseline d ~ t z  will allow evaluation of future intewention and prevention 
program mounted in the area to assess which are most effective, thereby 
allowfng optimum allocation of resources available. 

The study will develop and evaluate methods for conducting epidemiological 
activiti;?~ using rura-1 health motivators. 

Scope 

The study will e.stablish: 

a. The type of diarrheai diseases prevalent in the low- 

(1) Ac~'e Diarrhea: rapidly dehydrating and self -limiting 

(2) Chronic Diarrhea: long-term, smoldering diarrhea with serious 
nutritional consequences and its impact on the population 



b. 

C. 

d .  

e. 

f .  

Methods 

The type of treatment, either traditional o r  modern, used for  
episodes of diarrhea a s  related by the mother i n  weekly interviews. 

age and seasonal distribution of the incidence of diarrhea. 

The infant mortality ra te  and its relationship t o  diarrheal 
diseases. 

The relationship of breastfeeding and incidence of diarrhea, 

The relationship of diarrheal ep i sdes  and the nutritional status 
of the child. 

Surveillance Area and Personnel: The R u r a l  Health Motivators (RHM) working 
from the Sithobela, SQhofaneni, Luboli and Ndzevme Clinics will be the 
focal point fo r  the surveillance act ivi t ies.  Eighteen RHMs deemed most 
intel l igent ,  conscientious and motivated by supervisory personnel, will be 
selected and asked t o  partickpate in the diarrheal surveillance program. 

Homestead Selection : Each RHM is currently responsible for  visiting 
approximately forty homesteads per month. From these forty, the ten 
homesteads with the youngest babies w i l l  be selected for  weekly 
surwillance. 'Ihe RHMs w i l l  visit 18 x 10 homesteads each week for one year 
(52 weeks). 

Report Fozmat , Record-Keeping and Conputer Coding : The epidemiologist in 
collaboration with the Public Health nurses in charge of RHM program, the 
WHO epidemiologist, the MOH s ta t is t ic ian ,  the MOH Deputy Director of Medical 
Services and members of the bra1 Water-Borne Disease Control Project, will 
develop the census Corms and weekly survei1,lance format t o  be used by the 
M s .  All data collected will be coded md entered into the MOH computer 
with the assistar~ce of the ElOH s ta t i s t i c ian  and computer programer. Each 
RHM w i l l  be prwLded with a hardcover notebook contahing the consolidated 
census information where-in weekly notes for  each homestead wi.l.1 be 
entered. The RHM will also be required t o  fill out the weekly surveillance 
questionnaire and return it t o  the supet.visor. 

Training: A l l  RHM training w i l l  be conducted in small groups of s i x  tc; 
eight RHMs by the Public Health nurses, the Health Inspector assigned t o  the 
Bilharzia Unit and the Epidemiologist. The language of instruction w i l l  be 
SiSwati. The training w i l l  cover the purpose of th study, the dangers of 
diarrhea in infants, and the proper use of ora l  phydration sa l ts .  The ' 

, proper use of the standardized questionnaire and .census forms w i l l  be 
continually emphasized. After the i n i t i a l  training, further sessions will 
be held, depending on the problems and needs which are  identified during the 
course of the study, 

Census: After the i n i t i a l  training sessions, the RHMs will conduct a 
complete census of the selected homesteads, giving the nme, sex and date of 
b i r t h  of each ?&dent. Using the standardized form, additional infomation 
w i l l  be obtained on the sources and t reatmnt  of drinking water, the c l in ic  



and hospital frequented by the family, and the methods for  disposing of 
human waste used by homestead residents. ?he availability of salt, s-agar 
and functioning radios in the homesteads w i l l  be established. 

Weekly Surveillance: The weekly v i s i t s  of the RHMs w i l l  be primarily 
concerned w i t h  the identification and doctrmentation of each episode of 
diarrhea. While emphasis w i l l  be on infants, a l l  members of the homestead 
w i l l  be followed. The weekly interviews w i l l  a lso update the census and 
recoi-d bir ths and deaths. 

A l l  babies under two years w i l l  be we-ighed once per month, using a portable 
hanging spring scale. The results  will be plotted on the MOtI Blue Growth 
Curve, a copy of which w i l l  be l e f t  with the mother and a second copy which 
w i l l  be kept in the RHM's notebook. 

Supervision: The supervision of the RHMs has always presented problems. 
The RHMs involved in the surveillance w i l l  be visited each week by e i ther  
the epidemiologist, health inspector o r  Public Health nurse a t  a 

, pre-determined time and place. 

Whenever possible, the. supervisor w i l l  accompany the RHM on the homestead 
v i s i t s .  Close daily supervision w i l l  not be possible and the success of the 
survey w i l l  depend or. maintaining the Interest,  c d t m e n t  and motivation of 
the RHM. s 

It i s  expected that the Ministry of Health w i l l  provide transport (vehicle 
and petrol) for the sqervisors.  

Material Budget: Baby scales 18 x E50 = E 900 
RHM notebooks 20 x E3 = 50 
Bus transport for  RlJM 
(E50 per meeting x 5 )  = 250 
Paper, stencils,  pens, etc. = 100 
Miscellaneous = 100 

Total : rn 


